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The Use of Physical Therapy Measures 
in Neurological Conditions 


Bernard J. Alpers, M. D. 


Introduction—This article is intended to ap- 
praise some of the physical therapy methods in 
common use in the treatment of neurological 
diseases in order to present the viewpoint of the 
neurologist in the use of these various technics, 
both as to availability and value. All of the 
methods which will be discussed are much better 
known to you than to me, and doubtless many 
technics unknown to or not utilized by the neu- 
rologist as well. For this reason I shall have 
to plead ignorance on many points, but I shall 
try to evaluate the more common types of physi- 
cal therapy available to the neurologist. In this 
approach it seems wiser to discuss generally the 
various methods in common use in physical ther- 
apy than to discuss in detail the many neurologi- 
cal diseases for which physical therapy measures 
are available. 

Massage-——The use of massage in nervous 
diseases is widely practiced and its advantages 
universally recognized. As a means of stimulat- 
ing blood flow and maintaining muscle nutrition 
it has great value. The physiological effects of 
Massage may bear passing scrutiny, for on the 
understanding of their principles, depends the 
intelligent use of massage in medicine. In deep 
stroking massage the therapeutic effect is pro- 
duced in part at least by local contraction of the 
muscle. This is probably its least important effect. 
It has been found to assist in the removal of 
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waste products of tissue metabolism, to produce 
dilatation of the capillary bed, to increase the 
red cell count temporarily, and to aid in the pro- 
cess of glycolysis in the muscles. Light massage 
in particular produces increase in the capillary 
bed and hence increased tissue oxidation. Whether 
this is produced by local effect or by the inter- 
vention of nervous mechanisms seems to be un- 
determined. The essential factor, supported by 
physiological observations too numerous to cite, 
is to the effect that massage acts physiologically 
on the organism by the media mentioned. 

The immediate results of such massage are 
both relaxing and tonic. Gentle massage over 
the entire body produces a pleasant relaxation 
such as can be obtained by no other method. 
Given more vigorously it produces a tonic effect, 
which too frequently is produced by unskilled 
hands when relaxation is desired. The relaxing 
value of massage, as well as its physiological 
benefits, was well recognized by Weir Mitchell 
who made extensive use of massage and other 


relaxing forms of physical therapy in his rest’ 


cure for neuroses. While its use in structural- 
ly diseased parts needs no emphasis, its thera- 
peutic value in neuroses needs reaffirmation. 
Since rest cures have for the most part been re- 
placed by the more modern forms of psycho- 
therapy, the massage and other physical therapy 
measures introduced by Mitchell have been 
neglected. The truth is, however, that massage 
in the neuroses is a valuable sedative. Light 
general massage given daily in neurotic patients 
has fallen into neglect, but its value is great and 
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it should be revived. It is not of equal value of 
course in all forms of neuroses. It has particu- 
lar use in cases of neurasthenia or of anxiety or 
exhaustion states with numerous somatic com- 
plaints. In the Weir Mitchell cure all neurotics 
were placed in bed, but even among ambulatory 
patients a tonic or sedative massage is of in- 
estimable value and permits a lessened use of 
sedatives. The skilful use of light generalized 
massage in a tense, restless neurotic patient often 
results in complete temporary relaxation and 
complete body rest for the space of a few hours. 
It is regrettable that massage is no longer used 
in this way. Psychotherapy methods have out- 
moded the Weir Mitchell treatment, and what is 
often spoken of these days as a rest cure is in 
reality only confinement of the patient without 
the daily massage and hydrotherapy so essential 
in the true rest cure as devised by Weir Mitchell. 


The use of massage in peripheral nerve dis- 
ease also is important. It never should be given 
during the acute stages of neuritis, though it is 
recommended by some. There is nothing to be 
gained by the massage of tender muscles. Wholly 
apart from the discomfort to the patient, it is 
entirely contraindicated by the fact that it serves 
to stir up the neuritis which should be permitted 
to become quiescent. After the muscle and nerve 
tenderness have subsided, daily massage of the 
affected muscles is imperative in order to main- 
tain good nutrition and to prevent or at least to 
impede the advance of muscle atrophy. It should 
be continued for long periods. In private prac- 
tice this is quite practicable, but in hospital ward 
practice it is too frequently objected to on the 
grounds of lack of facilities. It is common ex- 
perience that too great reliance is placed on 
drugs and too little on physical therapy measures 
in the treatment of neuritis. Yet I believe it 
can be said without fear of contradiction that 
there is as much if not more to be gained by 
means of massage, heat and electrical measures 
than by drugs, except of course for the relief of 
pain. Stimulation of the muscles by direct con- 
traction, increase in the capillary bed and the 
removal of waste products by passive means in 
muscles unable to exercise normally are import- 
ant reasons for continued massage until muscle 
function has been returned to normal. 

Massage, supported by other forms of physical 
therapy, forms an invaluable feature in the treat- 
ment of peripheral nerve injuries. The problem 
of when to operate on nerve injuries of the arms 
and legs is difficult to assess, but there is com- 
mon agreement on the fact that so long as im- 
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provement continues, operation should be de- 
ferred. In the conservative treatment of nerve 
injuries, short of operation, physical therapy 
constitutes the most important factor. Among 
the measures available, apart from orthopedic 
and surgical appliances, massage takes an im- 
portant place. Given daily, it plays a real role 
in the maintenance of muscle nutrition while the 
injured or severed nerve is regenerating, though 
it plays no part of course in the actual nerve 
regeneration. 

Both in neuritis and nerve injuries as well as 
in other diseases involving loss of muscle bulk 
by the severance of the nerve supply, the prob- 
lem arises how long to maintain the massage. 
There can be no dogmatic answer to such a 
question, but it seems fair to say that it certainly 
should be maintained as long as improvement 
continues, for as I have already indicated, there 
is nothing to approach massage in value in main- 
taining the nutrition of paralyzed muscles. After 
improvement has ceased to occur, continuance of 
the massage will depend on the attitude of the 
patient and the enthusiasm of the physician. It 
is good policy to continue massage indefinitely 
for the maintenance of muscle nutrition, though 
of course nothing can be hoped for in the way 
of regeneration. Massage daily or every other 
day under these conditions seems to me to be a 
small price to pay for the benefits to be derived. 

In other diseases of the nervous system mas- 
sage plays a secondary role, though it may be 
used with great benefit as a purely symptomatic 
measure. It may give great relief in cases of 
Parkinsonism, though only of a temporary 
character to be sure, by producing subjective re- 
lief from the rigidity. Some Parkinsonian pa- 
tients experience good relaxation for a few 
hours after gentle massage; others are irritated 
by it. The measure is worth trying in selected 
cases. In hemiplegia, massage appears to be of 
little value. It cannot overcome the central pro- 
cess responsible for the hemiplegia, and it has 
little value in relaxing locally the spasticity. 
Nevertheless, one finds occasional patients who 
seem to feel that it is of some aid, and therefore 
it should be used when it seems desirable. In 
poliomyelitis, massage is a good adjunct to treat- 
ment. It certainly should be continued as long 
as recovery appears to be taking place, and there- 
after in accordance with the principles already 
outlined. It is a problem as to how long mas- 
sage should be continued in such cases. Once 
it is evident that anterior horn cells are diseased, 
no amount of massage will cause a return of 
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their function. Hence it seems best to continue 
massage certainly while recovery is taking place 
and thereafter as a local stimulant in order to 
give all possible help to muscles which work 
under a handicap. 

For similar reasons, the use of massage in 
chronic degenerative diseases such as the muscu- 
lar dystrophies, progressive muscular atrophy, 
syringomyelia and amyotrophic lateral sclerosis 
offers little in the way of treatment except as a 
means of psychological comfort to the patient. 
One is apt to be too pessimistic in such cases, 
however, knowing that the anterior horn cell 
destruction cannot be remedied by massage or 
any other means at our command. Yet it seems 
to me we owe something to the comfort of our 
patients, and the prescription of tonic massage 
in such cases has a stimulating effect and at the 
same time maintains the nutrition of the diseased 
muscles. In this as in all medical matters, how- 
ever, much will depend on the patient himself. 
Some will be content with the palliative benefits 
of massage; others will reject it because no as- 
surance can be given them that it will cure the 
disease. 

Finally, massage in the treatment of peripheral 
facial paralysis (Bell’s palsy) appears to me to 
have been somewhat neglected. It is easily 
practiced by the patient two or three times a day 
but should never be carried out in the presence 
of a tender facial musculature. It should be 
started early and continued faithfully. — 

Passive Exercise—Closely allied to the prob- 
lem of massage is that of passive exercise of 
diseased muscles. Muscles which require mas- 
sage are diseased muscles which are either com- 
pletely paralyzed or partially weakened. The re- 
sult of course is impairment of function mani- 
fested by the impaired movement at joints. It 
becomes important, therefore, in all diseases in 
which muscle weakness occurs to develop passive 
exercise of the muscles in order to prevent the 
fixation of joints in abnormal positions. The 
list of diseases in which such manipulations are 
necessary include hemiplegia, monoplegia, neuri- 
tis, nerve injuries, muscle dystrophies and a host 
of other peripheral and central nervous system 
disorders. 

It is a good working principle that passive ex- 
ercise of paretic or paralyzed parts should begin 
as soon as the acute process has subsided 
whether this be neuritis or a cerebral insult. It 
should be carried out simultaneously with mas- 
sage and should consist of passive exercise of 
the affected muscles in the range of their physio- 
logical movements, chiefly to prevent deformi- 
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ties and to hasten if possible their ultimate re- 
covery. For it appears to be’certain that pas- 
sive motion has essentially the same effect upon 
diseased muscles as has massage itself. 

It seems fair to ask what we may expect from 
muscles which have been massaged and passively 
exercised. In the case of muscles which recover 
their function completely there has been a pre- 
vention of fixation deformity and a full return of 
power. A hemiplegic hand which has been mas- 
saged and passively exercised probably stands 
a better chance of complete recovery of fine 
finger movements than does a hand which has 
not had the benefit of such treatment. This is 
not to say that such manipulations cause a re- 
turn of normal finger dexterity; that depends of 
course on recovery of the brain lesion. But in a 
case in which such a brain lesion goes on to 
complete restitution, the chances favor the hand 
properly treated. On the other hand, in the 
case of a limb which does not recover its normal 
function, passive exercise and massage serve 
the important role of preventing deformity, 
which is in itself a good recommendation. 

Heat—Among the other physical therapy 
measures available to the neurologist, heat is 
held in high esteem. It may be used in many 
forms ranging from the much-beloved but 
dangerous electric pad to modern short wave dia- 
thermy. It is used chiefly as infra-red and short 
wave diathermy, though of course other forms of 
heat are available. The mechanism of its action is 
not specifically known. Hyperemia of the treated 
parts with subsequent increase in nutrition and 
better oxidation of the tissues must certainly play 
a role, but whether this is the only factor is 
open to debate. It must play a sedative role of 
some sort, for its effect on pain is definite. The 
application of heat by whatever means results in 
increased blood flow, the dilatation of vessels, ac- 
celerated tissue metabolism, the more rapid re- 
moval of CO, from the tissues, the excretion of 
water, increased cellular activity as shown by 
more numerous evidences of growth, and by re- 
laxation of the muscles. All these occur in the 
normal state; whether they are active in equiva- 
lent degree in diseased states is not definitely 
known. 

Without heat the treatment of acute neuritis 
would be a difficult matter. Except for salicyl- 
ates and opiates, the latter of which should 
never be used in neuritis, heat is the most valu- 
able measure available for the pain found in 
disease of the peripheral nerves. Pain of course 
is the most urgent symptom, and while heat may 
not relieve it completely in most cases, it does 
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much to keep it under good control. It is an 
interesting fact in practical clinical experience 
that relief may be obtained by the use of various 
types of heat, and that what is good heat for one 
patient is bad heat for another. Generally speak- 
ing many measures must be tried. Wherever pos- 
sible a lighted cradle or one of the more modern 
bakers with rheostat control should be used con- 
stantly in an acute neuritis. While this form of 
heat is not very penerating, it gives a soothing 
hot atmosphere which is decidedly beneficial 
and adds greatly to the patient’s comfort. It has 
the further advantage that it can be turned on 
or off at will. Other forms of superficial heat 
have little value. 

Of the more penetrating types of heat, infra- 
red and diathermy are the most valuable. I have 
found short wave diathermy to be almost invari- 
ably of no value in acute neuritis. It almost 
always increases the pain, except for a very 
occasional case which may be benefited. It has 
become my practice therefore to use no form of 
diathermy in the acute stages of neuritis. For 
this reason, diathermy should be reserved for 
cases of prolonged pain of a more chronic na- 
ture. More useful than diathermy is infra-red. 
This is a penetrating form of heat, though not 
as penetrating as diathermy. If used properly, 
it frequently gives good relief in cases of acute 
neuritis. Too frequently infra-red is used spor- 
adically and in dosages not sufficiently large to 
be of much value. To be used efficiently an infra- 
red lamp should be placed in the patient’s room 
in order to avoid exposure of the patient and to 
ensure sufficient dosage of heat. It should be 
administered twice or three times a day, given 
at different times along the course of the affected 
nerve at distances and for periods ranging from 
15-60 minutes, depending on the patient’s reac- 
tion. A single sporadic application of infra-red 
once a day for 15-20 minutes is almost valueless. 
It may give slight relief, but it fails to take full 
advantage of the possibilities of this form of 
heat when properly administered. Given ade- 
quately, infra-red affords temporary relief from 
pain. In some cases, infra-red increases pain just 
as does diathermy, but in most cases it can be 
used to good advantage. 

Infra-red is useful also in the treatment of 
peripheral facial paralysis, particularly in cases 
associated with tenderness over the facial nerve. 
If the eye is carefully protected infra-red can 
be given daily with safety and is helpful in 
curing Bell’s palsy. By this I do not mean to 
imply that infra-red has a special value in the 
early treatment of Bell’s palsy. Probably any 
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form of dry heat would be equally as efficacious. 
Furthermore, some patients react favorably to 
infra-red, others to other types of heat, and the 
exact formula must be worked out individually in 
each particular instance. 

Apart from cases of acute neuritis heat has 
relatively little value in the treatment of neuro- 
logical disorders though it is nevertheless an im- 
portant adjunct. In cases of pain due to struc- 
tural disorders such as osteoarthritis of the 
spine, tumor and similar disorders, heat has little 
value even as a palliative. Nor does it have 
much use in cases of degenerative disease of the 
nervous system. It is this efficacy of heat in 
acute pain which suggests that its value depends 
on its effect by means of a local hyperemia. 

Heat is advocated in the treatment of polio- 
myelitis in order to aid function, on the principle 
that the paralyzed limbs of poliomyelitis are cold 
and external dry heat aids function by dilatation 
of the vessels. For the same reason it is used 
in degenerative disorders with subsequent limb 
paralysis. Its beneficial effect on local tissue re- 
actions leads to its use in peripheral nerve in- 
juries where it is believed also to have a beneficial 
effect. 
states it has real value which it is difficult to 
appraise. 

Electricity—The electrical current has been 
used in medicine for many purposes, both as a 
sedative and a stimulator under circumstances 
which vary widely. Static galvanic or interrupt- 
ed current is used to obtain the desired effect. 

The value of the static current to the neurol- 
ogist is limited quite definitely to the psychogenic 
field. It was employed extensively in the Weir 
Mitchell rest cure in order to secure good muscu- 
lar relaxation. It has good value in relaxing 
muscles as attested by its use in sprains and 
other muscle conditions, but its field of neuro- 
logical usefulness seems limited from this stand- 
point because of simpler means of securing 
muscle relaxation. It has one important value 
if properly used. I refer to its use as a sug- 
gestive measure in cases of hysteria. The hys- 
terical patient, among other features, is charac- 
terized by great suggestibility. In cases of 
hysterical blindness, paralysis, aphonia or other 
conversion symptoms the static spark or brush 
serves as an invaluable means of curing a par- 
ticular hysterical episode, provided it is preceded 
by sufficiently strong suggestion before the spark 
is given. It is of course only one means of sug- 
gestion open to hysterical patients, and it does 
not work in every instance, but when it is suc- 
cessful, the result is quite dramatic. 


Undoubtedly in these various clinical ’ 
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Interrupted currents of one kind or another 
are much more useful than static sparks in 
general neurological practice. Their therapeutic 
effect is mediated through the excitation of 
muscle contraction and the stimulation of tissue 
cells by increasing cell permeability to ionic 
penetration. Interrupted currents may be gail- 
vanic, sinusoidal or alternating, or combined 
unidirectional and alternating and may be given 
in many ways. Equally useful is the constant or 
galvanic current which is given in many different 
conditions. Its action is produced by the so- 
called polar effect consisting of ionic transfer 
with an acid reaction at the positive pole and an 
akaline reaction at the negative pole. This 
polar effect is produced only under the electrodes. 
In addition, observation of the galvanic skin re- 
action with resulting hyperemia demonstrates 
clearly an effect of the galvanic current on the 
vessels. The uses of galvanism will be consider- 
ed subsequently. 

A few words concerning technic may not be 
amiss. It seems to be generally accepted that 
muscles stimulated by electricity should be made 
to contract slowly in the direction of their nor- 
mal function. It seems to me that too much 
has been made of the gradual contraction hy- 
pothesis. A normal muscle does not contract 
gradually. It seems better to state the principle 
in such a way as to indicate that violent con- 
tractions should be avoided as being unphysio- 
logical in nature, and that simulation of normal 
muscle contraction is the goal to be desired. 

The greatest field of usefulness of electricity 
in structural neurological disorders lies in the 
field of the peripheral nerves, though it has its 
distinct values also in paralysis from other 
causes. The choice of current is a matter of 
great controversy and personal opinion, and 
heated arguments have been spent on the value 
of galvanic versus sinusoidal or other forms of 
current. In the paralysis of a limb or of iso- 
lated muscles due to peripheral neuritis or nerve 
injury, the galvanic current is on the whole most 
useful. It should never be given without a com- 
plete examination of the degree of each muscle 
response, or without knowledge of whether re- 
action of degeneration is present. It should be 
applied daily after tenderness of the nerve and 
muscles has disappeared and continued as long 
as muscle weakness persists. Its value probably 
is derived in large part from the value of the 
muscular contraction which accompanies it. In 
both nerve injuries and neuritis the conditions of 
treatment remain the same, once atrophy has 
developed, and the indications of treatment are 
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similar. Electrical treatment in the form of 
galvanism should be carried out for long periods. 
In cases in which continuous galvanism is pain- 
ful, more soothing interrupted currents may be 
used. Here let me remark that the tendency 
appears to be toward discouragement if no 
striking results are visible after a short time, 
but it should be remembered that in the case of 
atrophied muscles there has been complete or 
almost complete interruption of the nerve and 
that regeneration is a slow process occurring no 
faster than 1 cm. a month. Under ordinary 
circumstances most cases are treated “in the 
dark” so to speak, and therefore it is well to 
follow the principle that no case receiving elec- 
trical therapy should fail to have an electrical 
examination at least once a month. In this way, 
actual progress may be charted. 

The electrical current is particularly valuable 
in cases of Bell’s palsy. I still believe that it 
is best to wait 10-14 days before electrical treat- 
ment is begun, on the assumption that in most 
cases Bell’s palsy is the result of a true neuritis 
and nothing can be gained by stimulating an in- 
flamed nerve. In a few instances I have been 
forced to agree against my better judgment to 
the use of sinusoidal current from the onset in 
cases of Bell's palsy and in these instances full 
recovery occurred. I firmly believe that in 
these cases full recovery would have occurred 
in any event. Generally speaking, no case of 
Bell’s palsy should be treated without first know- 
ing the exact reaction of the muscles to stimula- 
tion. Galvanic current in such cases will be 
most useful. It almost seems superfluous to 
warn that if contracture occurs all electrical 
treatment should be stopped. 

The use of electrical therapy in hemiplegia 
has been advocated by many authors. Thus 
cerebral galvanism has been extolled as an aid 
in the recovery from hemiplegia, and cerebral 
diathermy has been said to cause an increase in 
circulation and hence a greater tendency to im- 
provement in cases of hemiplegia. While there 
has doubtless been some success with both these 
methods, I doubt whether electrotherapy applied 
to the brain is sufficiently effective to influence 
the process in one way or another. In the acute 
stages of the hemiplegia the application of cur- 
rent may be harmful, while in the later stages 
there is no possibility of restitution of nervous 
tissue to normal and the methods advocated have 
no sound physiological basis. 

In other diseases such as progressive muscular 
atrophy, amyotrophic lateral sclerosis and simi- 
lar wasting disorders, electrical stimulation of 
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the muscles is useful as a means of producing 
contractions and therefore maintaining nutrition. 


SUMMARY 


Physical therapy, therefore, has a wide range 
of usefulness in neurology, and this paper merely 
sketches some of its spheres of value. There are 
many important matters which have not been in- 
cluded. The value of physical therapy in cere- 


bral birth conditions, its use in the training of 
tabetics by the too neglected Fraenkel exercises, 
the value of hyperpyrexia—to mention only a 
few topics—are in themselves of great interest. 
It seemed more important to me however to in- 
dulge in a general reaffirmation of faith in the 
principles of physical therapy as applied to the 
more usual problems of neurology and to leave 
the other topics for future discussions. 


Orthopedic Surgery and Physical Therapy 


John Royal Moore, M.D. 


Orthopedic surgery is a divison of general 
surgery and deals primarily with the lesions of 
bones, joints, tendons, muscles, bursa and fascia. 
These structures make up the skeletal and loco- 
motor framework of the human body. Their 
health depends primarily upon the maintenance 
of normal function. Lesions disturbing function 
may be divided into two main groups: (1) con- 
genital and (2) acquired. 

Congenital Lesions ——Congenital lesions are 
either primary or secondary, depending largely 
upon the time of their occurrence. Those oc- 
curring before the fetus is fully formed are 
termed primary congenital deformities, and 
there are two principal theories accounting for 
their origin: (1) heredity and (2) nutrition. 
The nutritional group are by far the most 
common. They are thought to be due to faulty 
implantation of the ovum (Mall). The ovum 
receives a poor attachment to the uterine wall, 
and as a result, the fertilized egg is poorly 
attached to the wall and the growing structures 
derive poor circulation, and therefore faulty 
nutrition. Development may go to term, or 
miscarriages and abortions may occur. Anoma- 
lies vary in their degree and are characterized 
by absence of bone, or complete parts, extra 
bone and multiple parts. Extreme deformities, 
suchas monsters, may occur. 


Professor of Orthopedics, Temple University, Philadelphia, 
Penna. 


Read before the Third Annual State Convention of the 
Pennsylvania Physiotherapy Association, April 17, 1941. 


Secondary congenital deformities occur after 
the fetus is fully formed and are due to abnormal 
forces being applied to the fetal parts. Faulty 
position of the fetus, small pelvis, uterine tumors, 
etc., may be causative factors. These deformi- 
ties comprise by far the most frequent of the 
congenital group. [Illustrations are congenital 
club foot, wryneck and congenital dislocation 
of the hip. 

Acquired Lesions.—In the acquired group we 
have (1) traumatic lesions, (2) neuromuscular 
lesions, (3) metabolic lesions, (4) endocrine and 
(5)tumors. 

(1) In the first class, we have acute trauma 
which includes fracture, tendon tears, muscle 
tears, bursa injuries, facia injuries, joint in- 
juries and chronic trauma under which come 
the various postural problems in which de- 
generative changes occur in joints, bursa, ten- 
dons, fascia and bones. 

(2) Under the heading of neuromuscular 
lesions we include the lower motor neuron types 
such as poliomyelitis, transverse myelitis, amyo- 
tonia congentia, and the upper motor neuron 
types which include true spastics, cerebral ataxic 
and the athetoids. Although changes in these 
groups occur in the muscular and nervous sys- 
tems, secondary changes occur in bones, joints, 
bursa and fascia. 

(3) Metabolic lesions are due to metabolic 
disturbances such as diabetes, scurvy, ricketts, 
disturbances in the lipoid metabolism and hemo- 
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philia. These affect the bones, joints, muscles, 
etc. 

(4) The importance of the endocrine glands 
is becoming more and more emphasized. We 
have acromeglia, cretanism, Von Reckling- 
hausen’s disease as examples. 

(5) Tumors occur in bones, joints, muscles, 
tendons, bursa and fascia. They are benign or 
malignant. 

The importance of the proper diagnosis ob- 
viously is essential. The elimination of the 
cause, if possible, becomes the first requirement. 
Restoration of normal function, or at least, 
adequate function, is next in order. The role 
of physical therapy becomes more and more 
impressive, provided, of course, that it is directed 
intelligently and effectively. 

Briefly the purpose of physical therapy may 
be divided under two headings: (1) physical 
therapy for the purpose of correction, and 
(2)physical therapy for the maintenance of 
correction. 

In the first class, physical therapy for the 
purpose of correction, it may be the sole form 
of treatment. The problem first must be thor- 
oughly analyzed by the physician, and the at- 
tention of the physical therapist must be drawn 
to the structures in need of training. The 
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physical therapist must then apply all of the 
measures at his command. The physician usually 
fails if he attempts to employ his resourceful- 
ness independent of the skilled physical therapist, 
and on the other hand, the physical therapist is 
usually a failure—and an extremely dangerous 
one—if he attempts physical therapy independent 
of the medical profession. One is entirely de- 
pendent upon the other. 

In the maintenance of the correction, both 
physician and physical therapist usually meet 
the greatest difficulties. The dramatic changes 
which are a constant stimulation during the 
correction period usually are lost during the 
period of maintenance. Both physician and 
physical therapist tend to tire of the monotony 
of this period. Recurrence of deformities and 
failures of other types inevitably occur. It is 
at this point that the public becomes annoyed 
and distrustful of both groups. 

In closing, it is important to emphasize the 
fact that physical therapy and orthopedic sur- 
gery are closely related. They each depend on 
one another for success. The importance of a 
correct diagnosis and the proper instruction as 
to treatment depends primarily on the physician. 
The means of attaining the end depends largely 
upon the ingenuity, ability and effectiveness of 
the physical therapist. 


The Revival of Heliotherapy 


Worship of the sun was known to the ancients long 
before the Christian era and was practiced not only by the 
barbarian races but by cultured Egypt. We are told that 
the father-in-law of Tutankhamen gave up other gods for 
the worship of the Sungod Ra and built a new city and 
temples to his honor. The Greeks and Romans, while not 
worshipping the sun, understood its health-giving prop- 
erties. Hippocrates practiced heliotherapy on the island 
of Cos in the fourth century B.C., and from 130 to 200 
A.D. it was practiced at Rome by Celsus and Galen. Cicero 
has described for us the solaria built at the villas outside 


Rome. 


The solarium was usually a flat terrace or roof 


designed to trap the maximum of sunshine. The Druids 
in our own islands were also sun worshipers. The cult of 
the sun apparently was regarded as pagan, for with the 
advent of the Christian era sun worship fell into abeyance. 
It is only comparatively recently that its value has again 
been recognized.—From “Uliraviolet Light, X-Rays and 
Radium as Therapeutic Agents” by Patrick MacCarvill. 
Published in Irish J. Med. Sci., Feb. 1931. 
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Crippling Sequelae of Static Defects of the Feet 


A. Leo Brett, M.D. 


A discussion of so simple a phase of ortho- 
pedics as the relation between a weak or pro- 
nated foot and disorders elsewhere in the body 
is approached with some hesitancy. Undoubt- 
edly all physicians today would claim to recog- 
nize in the disabled foot a potentiality of 
disturbance in other parts of the body. Yet, 
if this fact is so well established, why does the 
orthopedist continue to see almost daily proof 
of the failure on the part of physicians to 
connect the disabled foot with other lesions? 
Why is the middle-aged, obese person with 
aching muscles of the legs and stiffness of the 
knee-joints still treated for “rheumatism,” when 
the symptoms may be referable to a weak or 
pronated foot? Why does the connection between 
a painful back or hip and disabilities of the 
feet go unrecognized? In the face of the 
apparent disregard of this phase of orthopedics, 
a review of the subject does not seem amiss 
at this time. 

Rather startling statistics in this connection 
were brought to light when the writer recently 
reviewed the files of his 
private practice for the 
seven-year period from 
January 1934 to Janu- 
ary 1941. The number 
of cases in which dis- 
orders of the knees, 
legs, hips or back were 
connected with weak, 
pronated or unbalanced 
feet totaled 1250. In 
other words, approxi- 
mately 15 such cases 
were seen each month 
over a seven-year 


Fig. 1. Appearance of period, and this number 
the legs and feet in the of cases is exclusive of 
typical obese woman pa- those patients who were 
treated at clinics. Knee 
joint. symptoms were by far 


270 Commonwealth Avenue, Boston, Mass. 


the most common, and 694 patients complained 
of pain and stiffness of this joint. The patients 
complaining of back pain numbered 478. 

The type of patient who is most often seek- 
ing relief from symptoms of the knee-joint, 
which prove to be referable to unbalanced feet, 
is the woman just beyond middle age, obese and 
sedentary in habit (Fig. 1). She presents a 
typical history. First, she experienced muscle 
fatigue and pains in the calves of the legs as 
well as a burning sensation of the feet; then 
pain appeared on the inner side of the knee; 
and eventually there was local tenderness in 
the region of the internal cartilage and mar- 
gins of the joint. Gradually the knees became 
stiff so that the patient had difficulty in climb- 
ing stairs and rising from a chair. Some pa- 
tients complain of an acute pain occurring at 
intervals and accompanied by a sensation of 
“something giving way” in the joint, symptoms 
that are due to the pinching of the semilunar 
cartilage. Advanced cases present the typical 
picture of an arthritic joint, with swelling, fluid 
in the joint, heat, pain and tenderness. In the 
late cases, crepitus may be elicited and may 
even be audible, and frequently it is possible 
to palpate the hypertrophic arthritic changes 
(Fig. 2, A and B). Patients often do not consult 


Fig. 2. Hypertrophic arthritic changes in an advanced 
case of knee strain due to unbalanced feet. 
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a physician until this advanced stage has been 
reached. 


One of the features that stands out promi- 
nently in these cases is the patient’s lack of 
desire to move about, due to the discomfort 
and fatigue that she experiences on activity. 
As a result, the circulation is sluggish and 
intestinal stasis with the consequent susceptibility 
to absorption becomes a factor when the patient 
in her unwillingness to move is careless in her 
habits. 

More rarely seen than the patient with symp- 
toms of the knee-joint, but by no means infre- 
quently, is the patient with low back pain that 
is traceable to a foot defect. So widely separated 
are these two parts of the body that the con- 
nection between back pain and weak feet 
frequently is overlooked. Both the sacro-iliac 
joints and the lower lumbar spine may be af- 
fected, the involvement varying from a slight 
muscle strain to an acuie myalgia or arthritis, 
depending upon the duration of the foot strain. 


Fig. 3. Normal standing Fig. 4. Standing position 

position showing the feet with unbalanced feet. Note 

parallel and the toes point- the eversion and toeing- 

ing straight ahead. out and line of weight- 
bearing. 


Occasionally a patient is seen with symptoms 
in the hip-joint that are referable to a defective 
foot. This joint, however, is not so easily 
affected by faulty statics owing to the fact that 
it is of the ball-and-socket type and hence ex- 
ceptionally stable. It is only when a static 
strain from weak feet has been long continued 
that arthritic changes develop in the hip-joint. 


The importance of recognizing, at the first 
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consultation, that the cause of the local symp- 
toms in the knee, hip or low back lies in weak 
or pronated feet is obvious. The connection 
may be readily seen when the feet are glaringly 
unbalanced, but it is likely to be overlooked in 
the case of the moderately weak or pronated 
foot, particularly if the patient complains only 
of local symptoms elsewhere. Upon examina- 
tion, the deviations of the unbalanced foot from 
the normal foot are at once apparent. In the 
normal standing position the feet are parallel 
and the toes point straight ahead (Fig. 3). The 
weak or unbalanced foot, on the contrary, is 
everted at the astragalo-scaphoid joint, the 
toeing-out amounting to 15 or 20 degrees 
(Figs. 4 and 5). The strain of weight-bearing 
is no longer borne by the outer longitudinal 
arch, which is so constructed that it provides 
a stable basis, but by the inner and weaker com- 
ponent of the longitudinal arch. In a normal 
foot subjected to such strain, the muscles and 
ligaments give way in time, and even the joints 
themselves may come to occupy new positions. 

As the result of this unbalanced state of 
weight-bearing, the entire equilibrium of the 
body is disturbed. The knee feels the strain 
acutely, and the low back and hips likewise are 
involved. A  knock-knee strain develops and 
the muscles on the inner side of the knees as 
well as the internal lateral ligament become 
stretched. With long continued strain, the 
joints become irritated and a mechanical arthri- 
tis develops. Owing to the laxity of the internal 
lateral ligament, to which is attached the semi- 
lunar cartilage, the meniscus may slip between 
the articular surfaces when the joint space 
widens. (In view of, the close connection be- 
tween the internal semilunar cartilage and a 
weak or pronated foot, a mild cartilage de- 
rangement often is re- 
lieved by correcting 
the defect of the 
foot). 

The development of 
the weak or pronated® 
foot usually is due to 
a combination of fac- 
tors. One of the 
fundamental causes is 
the combined loss of 
muscle tone and su- 
perincumbent ‘body-* 
weight which so often ™ 
is seen in middle life fig. 5. Pronated feet. 
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when a person becomes less active physically. 
Extrinsic factors also play an important part in 
the collapse of the foot. The ill-fitting shoe with 
pointed toes and high heels, commonly worn by 
women, is one of the foremost causative factors 
of a weak foot. Under the constriction of the 
unyielding, narrow, pointed shoe, the toes are 
unable to spread and function properly. In 
time, painful callosities, corns and bunions 
develop, and the woman in her effort to feel 
stable and avoid pressure on tender areas everts 
and pronates the feet. Ample evidence of the 
important part that the shoe plays in the develop- 
ment of the pronated foot is brought out by 
the fact that women sufferers from foot defects 
far outnumber men. 

The fact that people do not know the correct 
position of the feet in standing and walking also 
must be considered in the etiology of the un- 
balanced foot. Persons of middle age today were 
taught in their youth to walk with the feet 
turned outward and with the limbs rotated 
externally. 

Occupations that necessitate the persistence 
of passive positions for long periods or that 
require the carrying of heavy loads expose the 
feet to strain. Foot defects from over-use are 
commonly seen in policemen, waiters, clerks 
and cooks. 

Less frequent causes of the weak foot are 
disease and trauma. It is well known that in 
the presence of disease the joints may assume 
faulty positions and that muscle and ligamentous 
support may be weakened. Unless these mal- 
positions are corrected they tend to remain 
permanently. Foot defects from trauma are 
seen when the bony structures are actually 
damaged, or when there are changes in position 
as the result of injury. Mus-ie tone also may 
be lowered from inactivity or from immobiliza- 
tion of an extremity in protracted illness or 
following trauma. 

Once it has been established that disturbed 
mechanics due to unbalanced feet are respon- 
sible for the lesion in the knee, hip or back, the 
first step in treatment is to restore proper 
static relations by correcting the foot defect. 
At the same time, if excessive weight is a factor 
in the production of foot strain, dietary meas- 


ures are instituted. It is surprising how much 
relief this treatment may afford even in cases 
with advanced arthritic changes. 

The nature of the corrective measures varies 
with the degree of involvement of the foot. In 
all cases a well fitting shoe, that is, one with a 
fairly low, broad heel, a straight inner border, 
and sufficiently wide to allow all the toes to 
function, is essential. In early cases normal 
function may be restored to the foot by the 
patient wearing some mechanical arrangement 
that forces the foot into correct position and 
by exercising the foot to reestablish muscle 
and ligamentous tone. Tilted heels and soles 
on the inner side of the shoe, pads or plates 
are useful adjuncts. The Whitman plate is a 
most satisfactory type of support, which is so 
well known that a description is unnecessary. 
It is most important that the orthopedist and 
the patient should regard the brace as merely 
a temporary support which is to be discarded 
when the patient consciously stands and walks 
properly. 

If the foot is extremely painful, corrective 
measures should not be undertaken until the 
acute process has been allowed to subside through 
rest. In cases of rigid flat foot resulting from 
a long continued strain, the usual measures of 
treatment cannot be carried out until the limita- 
tion of motion has been overcome by stretching 
the foot and strapping it in the position of ad- 
duction. Several strappings may be necessary 
before the motion is entirely free. In severe 
cases the adhesions must be broken up under 
an anesthetic, and a plaster cast may be required 
to hold the corrected position for a time. 


SUMMARY 


There is need for focusing more attention 
upon faulty body statics, originating in weak 
or unbalanced feet, as the cause of the so-called 
hypertrophic arthritis of the knee-joint and low 
back strain. If this causative relation were 
more generally appreciated, the number of cases 
of hypertrophic knees and low back pain would 
be greatly reduced, for it is possible, by recog- 
nizing early and eliminating the factors enter- 
ing into development of the pronated foot, to 
prevent faulty body mechanics. 
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A Portable Treatment Table for Muscle 


Examinations and Exercises 


Margaret Ladd 


The 1939 poliomyelitis epidemic in South 
Carolina found a good many nurses, physicians, 
and other agencies unprepared for it, but emer- 
gency programs were sponsored by the National 
Foundation for Infantile Paralysis, Social Secur- 
ity Funds and the Division of Crippled Children 
in the Federal and State Governments. 

During the acute stage, emergency treatments 
were devised in making braces and _ splints, 
and ingenious methods for caring for these 
indigent cases were accomplished. But when 
the long period of muscle reeducation started, 
it was difficult to find a means whereby they 
could be uniformly graded in their muscular 
progress and an accurate record kept regarding 
them. 

Some form of a table had to be used in each 
home, but in many the kitchen table was a box 
or a table that was either too small or too un- 
stable to hold the child. The floor was full of 
cracks, splinters and lumps, as well as the porch. 
However, treatments had to be taught and 
given on whatever the mother had to use daily 
and not what could be arranged to be brought in. 

Plywood was the solution for home use. The 
poorest home could get a piece of that or some 
form of a smooth surfaced board. In the homes 
where they could be taught to pad and cover it 
with linoleum or oil cloth this was done, but 
for a standard muscle examining table some- 
thing had to be devised which could be carried 
in the nurse’s car. Single plywood was not 
strong enough so triple plywood was obtained 
and cut into three sections so that they would 
overlap each other and fold, similar to the 
silencer pads used on dining room tables. Each 
section was three feet long and four feet wide. 
These were held together with adhesive tape, 
reenforcing them so the upper crossed over the 
center and the lower one folded under. Hinges 
were undesirable and would not hold. 

The surface to be used was covered with the 
filler of a blanket (bought at a chain store for 
39c). It was soft, white cottori that was the 


Orthopedic Consultant Nurse, 513 West Palmetto Street, 
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exact size. This was covered with black oil 
cloth because it is lightweight, serviceable and 
washable. The pad was placed on one side only 
and the oil cloth covered the anterior and 
posterior surfaces. The seams all around had 
to be sewed by hand with heavy linen thread. 
The oil cloth should not be cut but rather kept 
in one piece as it serves to hold it together. 
Two additional patches (3” by 5”) were sewed 
on equal distances on each of the sections. These 
serve two purposes: (1) they help hold the 
carrying canvas straps in place, and (2) they 
can be used to insert either young sapling trees 
or lead pipe to reenforce it for strength when 
used between boxes or on too small a table. 

The canvas strapping was obtained from an 
old venetian blind. The entire weight of the 
treatment table is only fifteen pounds and it 
can be carried with ease for some distance. (I 
have carried it two miles over muddy roads 
that were impassable to drive.) It has been 
used for many other purposes, too, such as a 
delivery and operating table or an emergency 
stretcher, as well as being used for a picnic 
table. In fact, it is indispensible in my daily 
work. The cost includes: 


Triple Plywood $1.98 
39 

Total: $3.37 


The padding makes it comfortable and the oil 
cloth makes it serviceable and washable. The 
use of it for treatments and muscle examina- 
tions particularly makes it possible for use in 
any home. It will exactly cover a cot or single 
bed and can be used on the top of any size 
bed, of course, as well as on the top of any 
size table or suspended between boxes or saw 
horses. Also, I have used it o the porch and 
stood on the ground, thus making it the exact 
height for ease. This simple treatment table 
has proved to be such a valuable piece of equip- 
ment in my daily routine that it may be worth- 
while for others to know of it. 
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A Muscle Test for Patients with Spastic Paralysis 


Adelaide L. MecGarrett and Sarah C. Johnson 


In the majority of the cases which we have 
treated in the Cerebral Palsy Clinic, spasticity 
has ‘een the predominant factor. We all know 
that the basis for treatment of this type of case 
is muscle education. It was not long after the 
clinic was opened that we felt a great need for 
a method for charting muscle response, char- 
acter, strength, quality and possible trainability. 
We wanted to know more than we had been able 
to learn by watching the patient’s movements and 
manner of walking. We needed to record the 
presence of contracture. We wanted to know 
how much spasticity actually existed. We wanted 
to determine when a foot was in equinus because 
of spastic plantar flexors, and when it was be- 
cause of flaccidity of the dorsi flexors overpower- 
ed by strong plantar flexors. We wanted to 
know when a muscle, though extremely spastic, 
was really quite weak when put to an adequate 
test of strength. These and numerous other 
questions arose, and so we started trying to 
formulate a suitable method for charting the 
response of our patients to muscle tests. 

We have had a rich source for investigation. 
Of 429 different patients in 1940 probably at 
least 340 or 350 presented a predominance of 
spasticity. Of course a great many of these 
were clinic review patients, and we were greatly 
limited in our time for examining and treating 
them. We were unable to go through a complete 
muscle examination on each one. However, we 
did have a sufficiently large number to present 
a great many of the obstacles which manifest 
themselves in trying to give any type of muscle 
test to a spastic patient. 

This, then, makes clear the reason why we 
could not use a muscle examination devised for 
cases of poliomyelitis. A muscle chart for spastics 
should include more than just a record of muscle 
strength. A spastic patient presents a number 
of obstacles which must be clarified in a good 
record in order that the best possible treatment 
may be administered. There were certain salient 
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points which had to be taken into consideration. 
We shall mention a few: 


1. The presence of spastic-normal muscles 
2. The presence of spastic-weakened muscles 
3. The presence of nonspastic—normal mus- 


cles 
4. The presence of nonspastic-weakened 
muscles 


5. The presence of spastic and flaccid muscles 
6. The presence of contracture due to: 
(1) spasticity 
(2) imbalance of muscle power 

7. The presence of deformities 

8. The patient’s chronological age 

9%. The patient’s mental age 

10. The lack of isolation of individual muscles 

With these points to be considered firmly in 
mind, we went about our task with a primary 
purpose. Like the muscle examination devised 
for use in cases of poliomyelitis, we wanted a 
system for following the progress of the patient. 
By establishing a system for grading the patient, 
we would be better equipped to choose the ex- 
ercises for treatment. By determining what 
muscle groups needed training we would be able 
to proceed with these certain objectives for 
giving exercises: 

1. To correct and prevent deformities to- 
gether with proper splinting 
To reduce spasticity 
To balance muscle power 
To improve coordination—gross and finer 
To increase stability sitting, standing, and 
walking 

Not only has the muscle examination served 
as a basis for progress records in itself, and 
helped us to determine what exercises to give, but 
it also has been useful in cases in need of surgi- 
cal procedures. In some cases surgery has not 
been successful. After relieving spasticity by 
neurectomies or other means it has been dis- 
covered that the opposing groups were not as 
strong as they had been thought to be, or the 
group operated upon has been found to be weak 
as well as spastic. A muscle examination can 
aid materially in ascertaining the advisability of 
surgery. 
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MUSCLE CHART—CEREBRAL PALSY CLINIC 
DEPT. PUBLIC WELFARE—James W. Riley Hospital, Indianapolis 
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Before proceeding with the content of our 
muscle examination we should like to mention 
one more point of its usefulness. We have 
found that by giving a muscle examination in 
the presence of the parents we have been able to 
show, perhaps easier than any other way, why 
muscle education is the essential treatment for 
their child. We all have heard these words many 
times as mentioned by Legg and Merrill’, “No, 
he can’t push it down much, but he pulls it up 
fine, so I let him do that, and then I put it 
down for him.” By letting the parents observe 
the imuscle examination and pointing out to 
them weaknesses, spasticity, etc., in many cases 
depending on the type of parents—they are 
much better able to carry out correctly and 
satisfactorily the suggestions we give them 
regarding the best possible home treatment. Of 
course this should be done only by an experi- 
enced examiner. 

Now we shall proceed to the muscle examina- 
tion itself. We have included in our muscle 
chart spaces for recording the presence and 
estimate of the amount of spasticity and con- 
tracture. We found it necessary to determine the 
amount of spasticity and contracture first be- 
fore testing for strength. As pointed out earlier 
a record of these is vital in completing the 
true picture of the spastic patient. Treatment 
should not be attempted until these are thor- 
oughly noted. In testing for spasticity the pa- 
tient is asked to take a position such as elbow 
flexion, and then the examiner suddenly at- 
tempts elbow extension. If the muscles catch 
and the elbow will not extend readily, there is 
spasticity present. The degree is determined 
by the amount of resistance. Only with ex- 
perience can an examiner consistently grade 
spasticity. We found it difficult to find terms 
for grading, but we feel the ones we decided 
upon have worked out quite satisfactorily. You 
will find them in the key as: 

S —slight 
M—mild 
C —considerable 

Our tests for actual muscle strength are based 
upon the system used in the Harvard Infantile 
Paralysis Commission Clinic at Children’s Hos- 
pital, Boston, as outlined by Legg and Merrill. 
However, we have had to group the muscles by 
function rather than isolated individual muscles. 
This was necessary because of the great ten- 
dency for substitution of action. We feel that 
by testing for group function it is possible to 
get a fairly accurate test of power, and it is 
functional power in which we are interested. 
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Test movements are given in two ways as 
described in the Kendall? system. Either the 
patient initiates and completes a movement or 
the examiner places the part in the completed 
position and asks the patient to hold that posi- 
tion. Simple movements usually are done by 
the first method; but in test movements re- 
quiring a combination of actions, the examiner 
usually places the part in position. 

We have chosen the Harvard system for 
grading muscle strength. As we feel the grade 
cannot be as exact as that for a poliomyelitis 
patient we find we can give a fairly accurate 
grade by this system. The grade cannot be as 
accurate, perhaps, because of the presence of 
spasticity in the muscle group being tested or 
its opposing group, or because of deformity or 
contracture. You will find on the muscle chart 
the key to the grading of muscle power: 


O—Gone—no contraction felt. 

T—Trace—muscles can be felt to tighten, 
but cannot produce ‘movement. 

!'—Poor—produces movement with gravity 
eliminated, but cannot function against 
gravity. 

l'—Fair—can raise part against gravity. 

(;—Good—can raise part against outside 
resistance as well as against gravity. 

N—Normal—can overcome a greater amount 
of resistance than “good” and locks 
the joint. 

Space is provided for a record of surgery 
and for a brief word picture of the patient’s 
posture, gait and ability to grasp and grip, 
which should be noted each time the patient 
is given a muscle examination. No muscle 
examination would be complete without these 
additional notes, and they should be carefully 
and thoughtfully recorded. We believe the 
intervals at which an examination should be 
given vary with the patient. Probably one or 
at the most two a year would be sufficient for 
a case which is entirely one of training. 

Our muscle examination, of course, is still 
in its embryonic stage. However, it has been 
used with quite gratifying results. An exami- 
nation of this type is absolutely essential in the 
efficient treatment of patients with spastic 
paralysis and this test together with a good and 
thorough performance test should give a most 
accurate picture of the patient. 
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Ion Transfer (lontophoresis) 


Council on Pharmacy and Chemistry and the 


Council on Physical Therapy 


Direct or galvanic current, in addition to being 
used for muscle or nerve stimulation, may be 
used to deposit on or in the tissues ions of cer- 
tain salts and charged colloid particles from solu- 
tion. “lon transfer’! is defined as the introduc- 
tion of soluble salts into the tissues by means of 
direct current. The term “electrophoresis” ap- 
plies to a similar movement of colloid particles 
which are electrically charged or which have 
absorbed charged particles. The salts of heavy 
metals such as copper, zinc or tin are frequently 
used, the positively charged ions moving through 
the tissues toward the cathode when the current 
is appropriately passed. Locally these ions may 
produce precipitation of protein, causing chemi- 
cal destruction of the tissues. This form of treat- 
ment has been used in lesions of the mucous 
membrane in the practice of proctology, oto- 
rhinology and gynecology. The introduction of 
certain drugs into the tissues by the method of 
ion transfer (iontophoresis) may also be used 
to produce systemic effects. 

The galvanic current is uninterrupted and uni- 
directional, and for therapeutic purposes the 
usual sources are the galvanic wall plate, the mo- 
tor generator, the valve tube rectifier or the dry 
cell battery. The efficacy of ion transfer depends 
on greater penetration of medicaments into the 
tissue than is obtained by topical application. The 
depth and local concentration of the medicaments 
depend on at least two factors. First, although 
the solution of the medicament is an excellent 
medium for conducting the current into the tis- 
sues, the ions, once introduced, may either become 
reduced or oxidized to an inactive form or im- 
mediately precipitated as proteinates. Second, 
because of high velocity the ions may be readily 
eliminated by the body because they are continu- 
ally swept into the systemic circulation by rapid- 
ly moving blood, so that their concentration is too 


Reprinted from J.A.M.A., 117:5:360, Aug. 2, 1941. 


1. Although “ion transfer” is the preferred term, intro- 
duction of drugs by this method for che production of local 
or systematic effects is sometimes called “iontophoresis,” 
“common ion transfer,” “ionization,” “medical ionization,” 
“ionic medication” or “therapeutic ionization.” It is electro- 
chemically incorrect and clinically misleading to term this 
method “surgical ionization” when a caustic effect is produced. 


low to be effective. These factors explain why 
the penetration of medicaments is limited to a 
few millimeters at most. 

The following technic is suitable for introduc- 
ing drugs by ion transfer: The active electrode 
should consist of material such as asbestos cloth, 
cotton gauze, stockinet or other suitable fabric 
resistant to tears, saturated with a solution of the 
desired medicament. The saturated fabric is 
wrapped closely around the part to be treated, 
and a strip or sheet of metal foil cut to the ap- 
propriate size and shape is wound over the fabric. 
The positive pole of the current source is con- 
nected to one end of the metal strip which is used 
to conduct the current evenly over the entire area 
treated. The negative pole is connected to a 
dispersive electrode applied to the patient’s back, 
which completes the circuit. The dispersive elec- 
trode consists of a large, flat, moistened pad 
measuring about 10 by 12 inches. The direct cur- 
rent should be turned on and increased gradually 
until the desired milliamperage is reached, so that 
unpleasant effects caused by sudden increases are 
avoided. The rate and amount of the ion trans- 
fer may be regulated by the strength of the cur- 
rent and the duration of its flow respectively. 

Individual tolerance to the treatment should 
serve as a guide in determining the strength of 
the current to be used. The initial treatment 
should not exceed 5 or 10 milliamperes for thirty 
minutes. At the conclusion of a treatment the 
current is reduced gradually to zero reading and 
turned off. The patient should remain quiet and 
warm for thirty to sixty minutes following a 
treatment; after this period he may resume his 
usual activities. Each treatment should be re- 
stricted to a limited area, such as one hand or 
one joint when several parts are involved. Three 
or four days appears to be the most satisfactory 
interval between treatments. 

In the treatment of varicose ulcers, the foot 
and leg as high as the knee are wrapped appro- 
priately in fabric saturated with medicament and 
the technic described is then followed. Under 
no circumstances should the moistened fabric or 
the metal plate be applied directly over the un- 


314 


| 
4 
P 


Vol. 21, No. 6 


healed ulcerated region. Treatment is usually 
given two or three times a week but in some 
cases may be repeated daily. 


PRECAUTIONS 


The following precautions in the application 
of ion transfer should be observed: 


1. If the sensation of the patient’s skin is not 
normal on test, the current strength must be pro- 
portionally selected and carefully controlled ac- 
cording to the size of the electrodes and the 
milliampere reading. 


2. Electrodes must not be applied over denuded 
areas and must be very carefully applied over 
recent scar tissue. 


3. Electrodes must be sufficiently large to avoid 
excessive current density. 


4. The metal plate of the electrode must be 
evenly covered by the padding, leaving no bare 
edges in contact with the skin. 


5. The pad covering the electrode must be 
evenly saturated with the appropriate solution. 


6. The electrodes must be applied in good con- 
tact by means of even pressure. Tight bandag- 
ing, folds, creases and insufficiently moistened 
areas in the pads may cause nonuniform distri- 
bution of current, subjectively manifested first 
by a local burning sensation. 


7. The conducting wires must be fastened se- 
curely to the electrodes, so that the metal of the 
wire tip does not come in contact with the skin. 


8. The current must be increased slowly at the 
start; while the milliammeter registers flow of 
current, the switch must never be opened or 
closed sharply. 


9. The patient must be instructed to report at 
once any excessive burning or pain. The judg- 
ment of patients as to sensation of burning or 
pain varies with the individual and, regardless 
of the milliammeter reading, no more current 
than the patient states is comfortable should be 
applied. A safe milliammeter reading must never 
be exceeded even if the patient states that he can 
stand more current. During a treatment, the 
milliammeter reading usually increases as skin 
resistance decreases; a decrease usually indicates 
that the pads have become partially dry. In re- 
moistening of the pads the current must be turned 
off, after which the electrodes are removed, and 
the pads are moistened evenly and carefully re- 
applied. 
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10. The strength of the current must be de- 
creased if at any time the patient complains of 
annoying sensations, If this reduced current 
does not provide relief, the current must be 
turned off, the electrodes removed and the cause 
of irritation determined. 


AcetyL-BeTa-METHYLCHOLINE (MECHOLYL) 


A 0.2 to 0.5 per cent solution of acetyl-beta- 
methylcholine chloride (mecholyl chloride) may 
be introduced by ion transfer. (The Councils 
point out that a 1:1,000 (0.1 per cent) solution 
of histamine acid phosphate introduced by ion 
transfer will produce a nearly identical effect.) 
The disadvantages in administering mecholyl 
chloride by ion transfer are (1) difficulty in 
controlling the dosage, (2) costliness of the drug 
and (3) administration expense—it requires thir- 
ty minutes of an attendant’s time. 

From a review of the evidence now available, 
the Council on Pharmacy and Chemistry reached 
the following conclusions: 

1. Local effects of mecholyl chloride on the 
extremities are best obtained when the drug is 
administered by the method of ion transfer. 

2. General effects of mecholyl chloride may be 
observed during ion transfer, but these are less 
pronounced when the drug is given by this meth- 
od than when the subcutaneous route is employ- 
ed; general effects of a serious or dangerous na- 
ture have not been observed when the drug has 
been given by this method. 

3. Mecholyl chloride may be used by this 
method without obvious harm and with consid- 
erable benefit in some cases of chronic ulcers, 
Raynaud’s disease, scleroderma and certain vaso- 
spastic conditions of the extremities. 

4. The drug used by this method appears to 
have a palliative effect on the discomfort in some 
cases of chronic rheumatoid arthritis. 

The Council on Pharmacy and Chemistry de- 
cided that ion transfer as a method of adminis- 
tering drugs be recognized by the Council with 
the understanding that the application of the 
method must at present be reserved to those 
especially trained and further that the recogni- 
tion of the method as such carries with it no 
implication of acceptance of its use for any par- 
ticular drug. 
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Do you read your membership letter? The 
activities of the Executive Committee, questions 
of policy, requests for opinions and other perti- 
nent information is given to every member by 
this method. Although they are sent out as 
second class mail, because the expense of first 
class mail would be prohibitive, they are never- 
theless personal letters to you. The number of 
inquiries received by the Executive Committee 
concerning the activities of the Association show 
that these membership letters are not being care- 
fully read, for the information requested by 
members has already been sent to them. A great 
deal of time and thought go into these letters, 
and it is the responsibility of every member to 
read them carefully and absorb the contents. 

The same is true of chapter letters. The ma- 
terial is sent to the chapter through the chapter 
secretary and should be brought up at the next 
meeting of the chapter. These letters are not for 
the chapter officers only. It is your privilege as 
a member to ask that there be a discussion of the 
chapter letter at the first meeting following its 
receipt. 

The Association is yours and your elected 
representatives wish to keep you informed about 
the proceedings of the Association, and they wish 
to know if you approve or disapprove. This can 


be done either through expression of opinion at 
the chapter meetings, or, if a member-at-large, 
by a letter to the national secretary. 

Read your membership letters and have your 
chapter secretary read the chapter letters at your 
meetings! This is important! 


Apprentice Physical Therapy Aide 

The United States Civil Service has been 
changed to include the rating of “Apprentice 
Physiotherapy Aide” with a salary of $1,440 per 
year. The qualifications as given in United States 
Civil Service Examinations Announcement No. 
117 of 1941 (unassembled) are as follows: “They 
must have completed or they must now be regis- 
tered and taking courses looking toward the 
completion of the full special condensed course 
leading to graduation from a school of physio- 
therapy meeting the standards established for 
the duration of the emergency by the American 
Medical Association. The names of students who 
obtain eligibility in this examination may be 
certified and offer of appointment may be made 
at any time their names are reached for certifica- 
tion during the existence of the eligible register, 
but such eligibles may not enter on duty until 
they have furnished proof of the successful com- 
pletion of the physiotherapy course required. 

“Except as provided above, only education ac- 
quired prior to the date or receipt of application 
can be considered for these examinations.” 

An amendment also has been made to United 
States Civil Service Examinations Announcement 
No. 117 (unassembled) as follows: “Age limit.— 
Applicants must not have passed their forty-fifth 
birthday on the date of receipt of application.” 


Red Cross Enrollment 


The following announcement has been received 
from Red Cross headquarters: “Acceptable for 
Service in the Army: Men who meet the re- 
quired standards will be enlisted and assigned 
to the Medical Department. Under existing 
regulations (or requirements or statutes) all 
Selectees and Enlistees are put (or placed) in 
the grade of Private and undergo a period of 
basic military training. Subsequently technol- 
ogists (or men) are assigned to units and may 
be subject to promotion to noncommissioned 
grades or to specialist ratings commensurate with 
the duties performed and the ability of the in- 
dividual to accept responsibility and within the 
vacancies in grades and ratings available under 
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funds allotted. Men who enroll and pass the 
necessary physical examination but who may 
later be found physically unqualified for military 
duty if and when their services are required by 
the Army, may be employed as civilians. 

“Women who meet the required standards may 
he emploved as civilians,” 


Children’s Bureau Personnel 


Several important changes in the staff of the 
United States Children’s Bureau have been an- 
nounced by its Chief, Katharine F. Lenroot. 
Martha M. Eliot, M. D., Assistant Chief of the 
Bureau since 1934, became Associate Chief in 
May 1941. She continues to collaborate with 
the Chief in developing and carrying out policies 
governing the entire field of the Bureau’s work 
and to have special responsibility for the health 
work of the Bureau. Charles I. Schottland was 
appointed as Assistant to the Chief of the Bureau. 


The Maternal and Child Health Division and 
the Crippled Children’s Division have been com- 
bined as the Division of Health Services, with 
Edwin F. Daily, M. D., formerly Director of the 
Maternal and Child Health Division, as Director 
of the new division. Hart E. Van Riper, M. D., 
formerly Assistant Director of the Maternal and 
Child Health Division, is Assistant Director for 
Maternal and Child Health; and A. L. Van Horn, 
M. D., formerly Assistant Director of the Crip- 
pled Children’s Division, is Assistant Director 
for Crippled Children. 

Dr. Robert C. Hood, formerly Director of the 
Crippled Children’s Division, resigned from the 
Children’s Bureau in June and is now Director 
of the Maternal and Child Health Division, 
Florida State Board of Health. 
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Arthur Roosevelt Bowles 


Arthur Roosevelt Bowles, M. D., died on 
September 3, 1941, in the City Hospital, Indiana- 
polis, Ind. Since October 1939, Dr. Bowles had 
been inspector on the staff of the Council on 
Medical Education and Hospitals of the Ameri- 
can Medical Association. In this capacity he 
conducted the inspections and devoted consider- 
able time to maintaining the standards of physical 
therapy schools. 


A specially equipped Functional Training Room 
for poliomyelitis patients has been opened at the 
the Boston Children’s Hospital, as a memorial 
to Dr. Arthur T. Legg, who was chief of the 
Harvard Infantile Paralysis Commission from 
1916 until his death in 1939. 


Exhibits 

The American Physiotherapy Association has 
recently shown exhibits as follows: 

(1) American Congress of Physical Therapy, 
Washington, D. C., Sept. 1 to 5: Model of a 
therapeutic gymnasium showing equipment util- 
ized in physical rehabilitation. 

(2) American Hospital Association, Atlantic 
City, N. J., Sept. 15: Miniature model of a pool 
for therapeutic exercises, and articles reprinted 
from the Review. 

(3) National Society for Crippled Children, 
Louisville, Ky., Oct. 4: Miniature model of a 
pool for therapeutic exercises, and articles re- 
printed from the Review. 

(4) Michigan Society for Crippled Children, 
Saginaw, Mich., Nov. 6: Miniature physical ther- 
apy department, posters on the treatment of 
cerebral palsy, and articles reprinted from the 
Review. 


Index to Current Literature 


Amputations 


Amputations in Diabetes Mellitus and Peripheral 
Vascular Disease. Council on Physical Therapy, 
J.A.M.A., Sept. 27, 1941. 

4mputations: Rehabilitation. Counci! on Physical 
Therapy, J.A.M.A., Oct. 11, 1941. 


Anterior Poliomyelitis 


Infantile Paralysis. C. E. Irwin, M. D. Crippled 
Child, Oct. 1941. 


Vultiple Cases of Tonsillectomy and Poliomyelitis. 
Cart E. Kriz, M. D., and Joun A. Toomey, M. 
D. J.A.M.A,, Sept. 20, 1941. 

An Evaluation of Physiotherapy in the Early Treat- 
ment of Anterior Poliomyelitis. H. R. McCarroit, 
M. D., and C. H. Creco, Jr., M. D. J. Bone & J. 
Surg., Oct. 1941. 

Apparatus 

1 Splint to Increase Hip and Knee Motion. WILLIAM 

J. Tostn, M. D. J. Bone and J. Surg., July 1941. 
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Infantile Paralysis. C. E. Irwin, M. D. Crippled 
Child, Oct. 1941. 

The Splinting of Compound Fractures. Franx« J. Cox, 
M. D. J.A.M.A., Oct. 11, 1941. 

The Manufacture of Artificial Limbs. Council on 
Physical Therapy, J.A.M.A., Oct. 25, 1941. 

A Simple Appliance for the Correction of Gross Dis- 
placement in Tibial Fractures. H. K. Cuetstie, F. 
R.C.S. J. Bone and J. Surg., Oct. 1941. 

The Conservative Treatment of Serratus Palsy. Joser 
Wor, M. D. J. Bone and J. Surg., Oct. 1941. 


Arthritis and Rheumatism 


The Colon as a Focus of Infection. Etx.iorr M. 
Henpricks, M. D. South. Med. J., June 1941. 

Therapeutic Procedures in Chronic Rheumatoid Dis- 
ease. Macntper Wetuersy, M. D. J. Lancet, Oct. 
1941. 

Periarthritis of the Shoulder: Comparison of Results 
Obtained by Physical Therapy and by Roentgen 
Therapy. Water M. Sotomon, M. D., and Josern 
L. Morton, M. D. Arch. P. T., Oct. 1941. 

Chronic Arthritis, Nonspecific Type, and the Nervous 
System. E. Gorporarn, M. D. Med. World., Sept. 
1941. 

Gout: A Prevalent Arthritic Disease. Water M. 
Sotomon, M. D., and Ropert M. Strecuer, M. D. 
Arch. P. T., Aug. 1941. 

Resume of the Present-Day Treatment of Arthritis. 
Tuomas K. Lewis, M. D. J. Med. Soc. New Jer- 
sey, Aug. 1941. 

A Review of Two Hundred and One Cases of Sup- 
purative Arthritis. Joun A. Hesertinc, M. D. J. 
Bone and J. Surg., Oct. 1941. 


Back Conditions 


Salvaging the Lame Back Patient. 
M.D. Arch. P. T., Oct. 1941. 

Further Studies in Manipulative Treatment of Back- 
ache. Frepertck A. Jostes, M. D. Arch. P. T., 
Sept. 1941. 
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Bone and Joint Diseases and Injuries 


A Splint to Increase Hip and Knee Motion. Wut1aM 
J. Tostrn, M. D. J. Bone and J. Surg., July 1941. 

An Improved Shelf Operation at the Hip. Epow1tn W. 
Ryerson, M. D. J. Bone and J. Surg., Oct. 1941. 

Primary Pyogenic Infection of the Sacro-lliac Arti- 
culation. A New Approach to the Joint: Report 
of Seven Cases. Leon Avira, Jr., M. D. J. Bone 
and J. Surg., Oct. 1941. 

Bone Tuberculosis in Northern Newfoundland. Cuar- 
tes S. Curtis, M. D., and Evarts G. Loomis, M. 
D. J. Bone and J. Surg., Oct. 1941. 


Deformities 


The Prevention of Deformities. B. SHEP- 
parp, M. D. Crippled Child, Oct. 1941. 

The Prevention of Crippling from Tuberculosis. Jos- 
EPH S. Barr. Crippled Child, Oct. 1941. 
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Dermatology 


Herpes Simplex Following Artificial Fever Therapy. 
Frances M. Kepore, M. D., R. B. Rees, Jr., M. D., 
and NorMan N. Epstein, M. D. J.A.M.A., Oct. 
18, 1941. 

Impetigo Contagiosa: The Streptococcic and Staphy- 
lococcic Varieties and Their Management. STEPHEN 
Epstern, M. D. Wis. Med. J., May 1941. 


Diathermy 
Diathermy in the Treatment of Irritable Colon: Pre- 
liminary Report. Watrer J. Zerrer, M. D., and 
R. F. Rensuaw, M. D. Arch. P. T., Aug. 1941. 
Peyronie’s Disease or Fibrous Cavernositis: Some 
Observations. E. W. Beacu, M. D. Calif. and 
Western Med., July 1941. 


Dislocations 


Aseptic Necrosis of the Femoral Head Following 
Traumatic Dislocation of the Hip: A Report of 
Nine Cases. Sam W. Banks, M.D. J. Bone and 
J. Surg., Oct. 1941, 

Acromioclavicular Dislocation. A New Operative 
Treatment. E. B. Mumrorp, M. D. J. Bone and J. 
Surg., Oct. 1941. 

The Shelf Operation for Congenital Dislocation of the 
Hip. A New Technique for the Old Irreducible 
Dislocation. Leo S. Lucas, M. D. J. Bone and J. 
Surg., Oct. 1941. 

Retrolunar Dislocation of the Capitate with Fracture 
or Subluxation of the Navicular Bone. Epwin F. 
Cave, M.D. J. Bone and J. Surg., Oct. 1941. 


Education 
Physical Therapy in Education and Research. Wu- 
LIAM T. SANGER, Ph. D. Arch. P. T., Oct. 1941. 
Wanted: Physical Therapists. FiLorence R. Parrisx. 
J. Health and Phys. Educ., Sept. 1941. 


Electrotherapy 


Electrical Convulsion Therapy. A. M. Wyuute, M. D. 
Lancet, July 19, 1941. 

Electrical Convulsion Therapy in Mental Disorders. 
Grant E. Mercatre, M. D. J. Ind. State Med. 
Assoc., Sept. 1941. 

Electric Shock Therapy: Preliminary Report. A. 
Hauser, M. D., and Lewis Barsato, M. D. Tex. 
State J. Med., July 1941. 

The Treatment of Fissure-in-Ano by Positive Gal- 
vanism. Harry L. Ferr. Med. Rec., May 7, 1941. 

Electro-Shock Therapy: A Reportorial Review. Jo- 
sepuH L. FetrerMan, M. D. Ohio State Med. J., 
July 1941, 

Electric Shock Therapy. H. Cerrettit. Wiener med- 
izinische Wochenschrift, abst., J.A.M.A., Aug. 9, 
1941. 


Eye, Ear, Nose and Throat 


The Larynx in the Tuberculous Patient. Ropert M. 
Luxens, M. D. Arch Otolaryn., July 1941. 

Modern Physical Therapy in Otolaryngologic Condi- 
tions for the General Practitioner. WALLACE Mor- 


rison, M. D. Arch. P. T., Aug. 1941, 
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Electrical Accidents: Shock, Burns and Glare Injur- 
ies to Eyes. Hart Exvuis Fisner, M. D. Arch. 
P. T., Oct. 1941. 


Fractures 

Prevention of Ankyloses Following Fractures of the 
Forearm. Wittt1AM Martin, M. D. Med. World, 
Oct. 1941. 

The Splinting of Compound Fractures. Frank J. 
Cox, M. D. J.A.M.A., Oct. 11, 1941. 

Fractures of the Fingers. Ernest D. Lams, M. D. 
J. Lancet, Sept. 1941. 

Present-Day Treatment of Compound Fractures. 
Tuomas M. Joyce, M. D. Minn. Med., Sept. 
1941. 

Cosmetic and Functional Aspects of Bone Grafting in 
Mandibular Fractures. Cuartes M. MacKENZIE, 
and Daun H. SHarptess, D.D.S. Northwest Med., 
Oct. 1941. 

First-Aid Care for Fractures. L. M. THompson, M. 
D. Pub. Health Nurs., Sept. 1941. 

A Simple Method of Ambulatory Treatment of Frac- 
tures of the Clavicle. M. G. K1n1, F.R.C.S. J. Bone 
and J. Surg., Oct. 1941. 

One-Piece Angle Nail for Trochanteric Fractures. 
Evucene L. Jewett, M.D. J. Bone and J. Surg., Oct. 
1941. 

Retrolunar Dislocation of the Capitate with Fracture 
or Subluxation of the Navicular Bone. Epwtn F. 
Cave, M.D. J. Bone and J. Surg., Oct. 1941. 

The Conservative and Operative Treatment of Frac- 
tures of the Carpal Scaphoid (Navicular). RALPH 
M.D., and Keene O. HAtpeman, M. D. 
J. Bone and J. Surg., Oct. 1941. 

Fractures of the Tibia in Adults. StepHen S. Hvu- 
pack, M. D. J. Bone and J. Surg., Oct. 1941. 

The Treatment of Oblique, Spiral Fractures of Both 
Bones of the Leg.: An Analysis of Fifteen Cases 
Treated by Open and Closed Methods. Rosert D. 
Mawsrietp, M. D. J. Bone and J. Surg., Oct. 1941. 

Histological Study of a Transcervical Fracture of 
the Femur After Internal Fixation. Ropert A. WIsE, 
M. D. J. Bone and J. Surg., Oct. 1941. 


Heat and Cold 
Hypothermia for Cancer. A. J. Jones. Amer. J. 
Surg., July 12, 1941. 
Methods of Applying Heat Locally in General Prac- 
tice. Frank H. Krusen, M. D. Arch. P. T., 
Sept. 1941. 


Hyperpyrexia 
Herpes Simplex Following Artificial Fever Therapy. 
Frances M. Keoppre, M. D., R. B. Rees, Jr., M. D, 
and Norman N. Epstetn, M. D. J.A.M.A., Oct. 18, 
1941, 
Artificial Fever Therapy in Gonorrhea. SACHIN Bose, 
M. B. Calcutta Med. J., April 1941. 


Injuries 
Parachute Injuries. W. J. Tostn, M. D., L. J. Conen, 
M. D., and J. T. Vanpover, M. D. J.A.M.A., Oct. 
18, 1941. 
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Two Unusual Injuries of the Wrist. Vernon L. 
Hart, M. D. J. Bone and J. Surg., Oct. 1941. 


Miscellaneous 


Keeping Trained Personnel in Physical Therapy De- 
partment During a National Emergency. Freperic 
C. Bost, M. D. J. Amer. Hosp. Assoc., July 1941. 

American Spas. Ricnarp Kovacs, M. D. Med. Rec., 
April 2, 1941. 

Vauclain Home Constructs New Units for Tubercu- 
losis Patients. Hospital Management, June 1941. 
Physical Therapeutic Aids in the Management of Al- 
lergic Conditions. Grorce W. Owen, M. D. Arch. 

P. T., Aug. 1941. 

Cause of the So-Called Side Ache That Occurs in 
Normal Persons. RicHarp B. Capps, M. D. Arch 
Int. Med., July 1941. 

Alleged Typhoid Ultravirus. CouNctL oN PHYSICAL 
Tuerapy, J.A.M.A., Aug. 23, 1941. 

Modern Treatment of Cosmetic Defects. Oscar L. 
Levin, M. D., and Howarp T. Benrman, M. D. 
Med. World, Oct. 1941. 

Posture and the Bed Patient. Katuertne ALLEN, 
R. N. Amer. J. Nurs., Oct. 1941. 

The Contributions of Physical Medicine to the Art 
of Healing. A. R. Hotrenver, M. D. Arch. P. T., 
Sept. 1941. 

Some Parental Attitudes Toward Handicapped Chil- 
dren. Etten WHELAN CouGHitNn. The Child, 
Aug. 1941. 

The Application of Climatotherapy in General Medi- 
cine. CHartes I. M. D. Arch. P. T,, 
Oct. 1941. 

The Hazardous-Occupations Program—An Adminis- 
trative Function of the Children’s Bureau, Eviza- 
BETH S. JOHNSON and Saut Watten. The Child, 
July 1941. 

Scoliosis Complicated by Spinal-Cord Involvement, 
Cart W. M. D. and Seymour ALBErr, 
M. D. J. Bone and J. Surg., Oct. 1941, 

Easing Convalescence. Eric Kent Crark, M. D. J. 
Lancet, May 1941. 


Nervous and Mental Diseases and Injuries 


Electrical Convulsion Therapy. A. M. Wyw.te, M. D. 
Lancet, July 19, 1941. 

Electrical Convulsion Therapy in Mental Disorders. 
Grant E. Mercatre, M. D. J. Ind. State Med. 
Assoc., Sept. 1941. 

Electric Shock Therapy: Preliminary Report. A, 
Hauser, M. D. and Lewrs Barpato, M. D. Tex. 
State J. Med., July 1941. 

Electro-Shock Therapy:  Reportorial Review. 
Josepn L. Fetrerman, M. D. Ohio State Med. 
J., July 1941. 

Electric Shock Therapy. H. Cervettit. Wiener medi- 
zinische Wochenschrift, abst., J.A.M.A., Aug. 9, 
1941. 

Infantile Paralysis. C. E. Irwtn, M. D. Crippled 
Child, Oct. 1941. 
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A Method of Evaluating the Effect of Treatment in 
Neuro-Muscular Disorders. Rosert S. Scuwas, 
M.D. and Joun E. Skocranp, M. D. J. Lancet, 
Oct. 1941. 

The Correlation of Physical Therapy and Occupa- 
tional Therapy in Cerebral Palsy. WitxtHror Mor- 
GAN Puetps, M. D. Arch. P. T., Oct. 1941. 

Chronic Arthritis, Nonspecific Type, and the Nervous 
System. E. Goipratn, M. D. Med. World, Sept. 
1941. 

Encephalitis. Cart M. Extunp, M. D. Minn. Med., 
Sept. 1941. 

Multiple Cases of Tonsillectomy and Poliomyelitis. 
Cart E. Kritt, M. and Joun A. Toomey, M. D. 
J.A.M.A,, Sept. 20, 1941, 

Stretching Test in Neuritis. Ropert WaARTENBERG, 
M. D. Calif. and Western Med., Aug. 1941. 


Orthopedics 


Physical Therapy in Relation to Surgery. Herpert 
E. Hreps, M. D. and Louise Croox,R.P.T.T. 
Arch. P. T., Sept. 1941. 

The Significance of Phlebothrombosis and Thrombo- 
phlebitis in Orthopaedic Surgery. ALTON OCHSNER, 
M. D. and Micnaet DeBaxey, M. D. J. Bone and 
J. Surg., Oct. 1941. 


Orthopedics in the Generalised Program, Norma 
PreimMer, Pub. Health Nurs., Oct. 1941. 


Physical Therapy 
Whither Physiotherapy? Avpert E1inow, M. B. 
Brit. J. Phys. Med., Aug. 1941. 
The Future of the Physiotherapist. E. J. Crisp, B. A., 
M. B. Brit. J. Phys. Med., Aug. 1941. 
Physical Therapy in Wartime Britain. Wr.i1aM 
Beaumont, M. D. Arch. P. T., Oct. 1941. 


Peripheral Vascular Diseases 

Phlebitis and Its Treatment. Lupwic EHRMANN, 
M. D. Hahnemannian Monthly, Sept. 1941. 

The Significance of Phiebothrombosis and Thrombo- 
phiebitis in Orthopaedic Surgery. Aton OCHSNER, 
M. D. and Micuwaet DeBakrey, M. D. J. Bone 
and J. Surg., Oct. 1941. 


Radiation 

Cancer of the Lower Lip: Treatment with Radiation. 
Joun H. Lams, M. D. and E. EatLanp, 
M. D. J.A.M.A., Aug. 23, 1941. 

Irradiated Antiviral Vaccines. Editorials, J. A. M. A., 
June 21, 1941. 

The Effect of Infra-Red Irradiation on Cutaneous 
Temperatures. Eart C, Etxins, M. D. and 
Crartes SHearp, Ph. D. Arch. P. T., Aug. 1941. 


ABSTRACTS 


John S. Coulter, M.D. 


Artificial Respiration and Resuscitation 


R. Eisenmenger, Deutsche medizinische Wochen- 
schrift, Leipzig, Abst., J.A.M.A., 117:5:402, Au- 
According to Eisenmenger, experiments in arti- 

ficial respiration and resuscitation conducted on 

recently dead bodies of animals and man demon- 
strated that the abdomen constitutes the. only 
peripheral site at which respiration as well as cir- 
culation can be favorably influenced at the same 
time and that best results are obtained by appara- 
tus mechanically controlling alternation of air pres- 
sure and air suction. The modern theory, revised 
from one held twenty years ago, is that what counts 
is not the amount of oxygen, expressed in cubic 
centimeters, passed through the lung but the simu!- 
taneous action on the heart and circulatory sys- 
tem by which the actual passage of the air to the 
capillaries of the lungs, heart and brain is assured 
in the shortest possible time and carbon dioxide 
elimination. In serious cases of asphyxia in which 


respiration and circulation are involved, the latter 
constitutes the problem to be attacked first. It is 
with this end in view that intracardiac injections 
of epinephrine are made into the myocardium or 
right cardiac cavity to stimulate the heart and re- 
store circulation. Direct cardiac massage in opera- 
tive cases in which the heart is exteriorized and 
manipulated by the hand of the surgeon similarly 
is intended to incite the action of the heart. Both 
procedures need to be accomplished by artificial 
respiration. Biomotors are of two kinds, of over 
pressure and under pressure (uberdruck and untcr- 
druck). In the former an increased intrapulmonary 
pressure supervenes in the respiratory tract which ai- 
fects the lesser circulation. In the latter, normal pres- 
sure relations prevail. By means of artificial pressure 
and suction apparatus in animal experimentation, 
epinephrine, cafleine and other drugs, intravenously in- 
jected, could be made to reach the heart and the cen- 
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tral circulation even after the heart had already ceased 
its activity. Chemical agents can affect the nerve 
centers and thus influence blood circulation and 
distribution only if circulatory function still exists. 
If cardiac and circulatory action has already slowed 
down or ceased, mechanical intervention is in order. 
The author was able to observe the admirable re- 
sults of mechanical resuscitation in cases of suffo- 
cation. Here cyanosis disappeared in from two to 
three minutes, consciousness was restored, acute 
liver enlargement receded and the patient could be 
promptly given nourishment. Artificial respiration 
by mechanical means also may be applied in serious 
cases in which sudden death appears to impend but 
no grave organic trauma is manifest and cardiac 
paralysis and acute circulatory insufficiency have 
not yet set in. 


Malpractice: Alleged Negligent Application of Heat 
in Treatment of Phlebitis 


Bureau of Legal Medicine and Legislation. Abst. 

J.A.M.A,, 117:1:64, July 5, 1941. 

Soon after being confined to bed for about fifteen 
days following an appendectomy, the plaintiff suf- 
fered severe pain in the lower part of his left leg. 
The defendant physician, who was then called in on 
the case, made a diagnosis of phlebitis and advised 
the application of heat to the affected area. In ac- 
cordance with his instructions a cradle made from 
barrel staves sawed in half to which twe 40 and one 
50 watt electric light bulbs were attached was placed 
over the injured leg and covered with a blanket to 
retain the heat of the lighted bulbs, which were 6 or 
7 inches distant from the leg. An ice pack was 
placed on the groin, the foot was elevated and the 
patient was kept quiet. From time to time hypo- 
dermic injections were given to relieve pain. Before 
the cradle was constructed, the physician left the 
patient and did not see him again until the following 
day. Meanwhile, the heat was continuously applied. 
On the physician’s return, he discovered a water 
blister of considerable size which had formed on the 
leg between the ankle and the thigh. Because of his 
discomfort, the patient asked that the cradle be re- 
moved. The physician refused to permit this, in- 
forming the patient that the cradle was necessary for 
proper treatment of the condition and that the water 
could not be drained from the blister. As the physi- 
cian directed, the lights as originally installed re- 
mained burning in the cradle continuously for about 
three days, when three bulbs of 15 watts each were 
substituted. The cradle was then used for an addi- 
tional eighteen days and removed. After the removal 
of the cradle the blister burst, and subsequently ulcers 
formed in the affected area of the leg. Later the pa- 
tient sued the physician for malpractice, claiming that 
he had been negligent in “the manner of applying the 
treatment.” 
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At the trial it appeared from the testimony of med- 
ical experts that phlebitis is a condition not infre- 
quently resulting from operations and that in spite 
of the care taken by the operating physician it is 
unpredictable and unpreventable. As the court viewed 
the evidence, phlebitis occurs when a blood vessel 
has become obstructed or “occluded by virtue of a 
clot known as a thrombus,” and the condition is in- 
dicated by swelling in affected areas, pain and ofttimes 
discoloration. Phlebitis sometimes causes blisters on 
the surface of the skin without the application of 
heat, sores and ulcers developing quite commonly. In 
the opinion of the medical witnesses, the disability 
of the patient at the time of the trial was traceable 
mainly to the thrombus, the scarification that was 
present was a “cosmetic factor more than anything 
else” and, although not usually the case, phlebitis 
would cause not only blisters but destruction of the 
tissue “to the point of gangrene” without any appli- 
cation of heat. According to those witnesses, appli- 
cations are frequently given by a homemade contri- 
vance, without thermometer or means of adjustment, 
such as the one used by the physician in this case. 
In response to a question asked one of the expert 
witnesses called by the patient as to whether or not 
in his treatment of such a condition following an ab- 
dominal operation he had ever advised an electric 
cradle and left the installation of it to the patient, 
or to laymen, he stated that he had done so frequently 
and that it was customary to advise the use of a device 
such as was employed by the physician in this case 
and to leave it to a layman to follow the instructions 
given. At the close of the evidence, the trial court 
directed a verdict in favor of the physician and the 
patient appealed to the Supreme Court of Florida, 
division A. 

The Supreme Court was unable to find any evidence 
in the record that would have justified a verdict for 
the patient. The fact, said the Supreme Court, that 
a blister did result while treatment was being given 
and that ulcers later appeared on the diseased leg 
did not of themselves establish negligence on the part 
of the physician, since the doctrine of res ipsa loquitur 
has no application under the facts here present. The 
evidence introduced by the patient falls far short 
of proving any negligence on the part of the physician. 
While it is evident that the patient suffered intensely 
as a result of the remedy used in treating his illness, 
the fact remains that his leg which was so badly af- 
fected was saved. There was no testimony that his 
physical condition after his ordeal was traceable to 
aught but the severe phiebitis which followed the oper- 
ation. Even by the testimony of witnesses called by 
the patient, it was established, in our opinion, that in 
this case the proper remedy was used properly. Since 
we believe that the patient failed in his attempt to 
fix on the defendant physician the responsibility for 
the injury he endured, we find no error in the action 
of the trial court in instructing a verdict for the 
physician. The judgment in favor of the physician 
was accordingly affirmed. 


| 
4 
} 
f 
e 
22. 
4 


322 Tue PHYSIOTHERAPY REVIEW 


Sensitivity of the Skin to Fluorescent Light 


Arthur P. R. James, M. D., Toledo, Ohio. In Arch. 
Derm. and Syphil., 44:2:256, August 1941. 


A new type of illumination produced by daylight 
fluorescent mazda lamps is coming into wide use, par- 
ticularly in industry. In the development of a new 
source of light for general purposes, engineers are 
always concerned with confining the radiant energy 
emitted by the lamp within the wavelength range 
of natural sunlight. The glass tubing of the fluores- 
cent lamp has a composition which absorbs all the 
energy of the shorter wavelengths than the short wave 
limit of sunlight. Nevertheless, dermatologists must 
be alert to the possibility of sensitivity to this type 
of lighting. I am reporting two cases to illustrate 
this fact. 

Since this type of lighting is so desirable from a 
general standpoint, it is rapidly becoming popular, 
and undoubtedly many cases of sensitivity will be 
encountered. The fact that the wavelengths of the 
radiant energy of this type of lighting are confined 
to the range of natural sunlight would influence the 
belief that a person who would tolerate sunlight 
would tolerate this light. Case 1 disproves this be- 
lief. A person may show sensitivity to an isolated 
band of light yet tolerate it when it is mixed with 
light of other wavelengths. 

With this fact in mind a new tube has been pro- 
duced, termed “soft white,” which will give off added 
red rays. It is hoped that the addition of the red 
rays will neutralize the effect of the rays producing 
dermatitis. Progress in this regard will be reported 
in a later paper. In the meantime temporary pro- 
tection may be afforded the sensitized person by the 
use of a tannic acid solution and the wearing of 
polaroid glasses at the time of exposure. 


Common Skin Diseases of Childhood 


Louis A. Brunsting, M. D., Rochester, Minn. In 
Texas State J. Med. 37:1:33, May 1941. 


Impetigo contagiosa.—First of all, the lesions are 
cleansed with soap and water after the dried crusts 
have been softened with olive oil. When the face is 
involved extensively, a moist compress in the form of 
a gauze mask soaked in a 1:4,000 solution of mercuric 
chloride is applied for half hour periods several times 
daily. Among the various topical antiseptic agents, 
ammoniated mercury ointment is perhaps most ef- 
fective. 


Ultraviolet irradiation of the affected sites is bene- 
ficial, especially in the case of infants and children, 
and the use of a borated dusting powder absorbs 
surface moisture and is slightly antiseptic as well. 

Acne vulgaris —Simple rules of treatment are the 
most effective in the control of acne and these can be 
summarized as follows: 


1. Infected teeth and tonsils should be removed 
and the diet regulated by elimination of excesses of 
rich and starchy foods, condiments, stimulating drinks 
and chocolate. Brewers’ yeast taken by mouth is a 
helpful adjunct. 


2. The patient should be instructed to clean the 
skin several times daily with soap and water. After 
the washing at bedtime, the affected sites should be 
dabbed with an astringent agent such as lotio alba 
or Vleminckx’s solution. 

3. The patient should use cosmetics, especially 
creams, sparingly. 

4. Actinotherapy is helpful in the form of either 
the sun or artificial ultraviolet irradiation. Regular 
exercise and plenty of sleep are needed. Nervous 
factors and menses often aggravate acne. 

5. The physical procedure which is of most value 
is roentgen-ray irradiation. 


The Early Use of Physical Therapy in the 
Treatment of Injury: 


Its Role in Minimizing the Need for Late 
Rehabilitation Measures 


Clay Ray Murray, M.D., F.A.C.S., New York City. 
In N. Y. State J. Med., 41:10:1052, May 15, 1941. 
There is not enough definite information available 

as to the total physiologic effects of the various so- 
called modalities of physical therapy. There is still 
too much vague and indefinite quasi information cited 
in support of hoped-for physiological effects. There 
are still those who are sure that the production of 
increased circulatory efficiency therein, whereas in- 
tense engorgement with decrease in circulatory ef- 
ficiency as measured by rate of flow through the part 
is frequently the explanation. 


From my own experience and that of others over 
a good many years, I have been convinced that ele- 
vation, gentle stroking, sedative massage, low-degree 
heat for prolonged periods, guided and resisted active 
exercise when it can be accomplished without pain, 
and muscle activity by electrical stimulation provid- 
ing rhythmic slow, alternating muscle contractions 
and relaxations without either spasm or pain will pro. 
duce the effects cited above. Likewise, heavy mas- 
sage causing discomfort, intense heat for short periods, 
active exercise resulting in pain or spasm, and elec- 
trical stimulation giving muscle spasm or pain result 
in aggravation of the conditions for the relief of which 
they are given. Regarding diathermy, for the mo- 
ment merely as a method of applying heat, high mil- 
liamperages for short periods of time belong in the 
latter group and low milliamperages for prolonged 
periods of time belong in the beneficial group. Thera- 
peutic lamps giving intense heat for short periods 
of time do not help, while the low heat of two or 
three ordinary light bulbs inside a blanket tent over 
a period of hours is a definite benefit. 


It is particularly in fracture cases that this early 
use of physical therapy is deprecated, yet it is in these 
cases that it is particularly valuable. True enough, 
its early use in these cases necessitates the employ- 
ment of methods for treating the fracture which will 
allow ready access to the part for the use of physical 
therapy, and these methods are sometimes more dif- 
fiicult to carry out than other simpler methods that 
bar ready access to the affected regions. 
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Physical Therapy in Relation to Dermatology: 
A Resume 
Anthony C. Cipollaro, M. D. In Arch. P. T., 22 :9:525, 

Sept. 1941. 

There are many diseases of the skin that improve 
or are cured by ultraviolet irradiation used either 
alone or as an adjuvant to other methods of treat- 
ment. It must be emphasized that treatment with 
ultraviolet rays is not the panacea for dermatological 
conditions it was first thought to be. There are 
definite indications and contraindications which must 
be thoroughly understood before extensive and in- 
tensive irradiation is instituted. The question of the 
superiority of one source of radiation over any other 
frequently comes up. Eliminating the theoretic con- 
siderations and eliminating the occasional special 
conditions that might arise, it might be said that for 
all practical purposes the dermatoses that respond 
to treatment by ultraviolet rays from one generator 
respond equally well to ultraviolet irradiation from 
other sources. 

Acne Vulgaris.—Practically all forms of acne vul- 
garis respond to ultraviolet radiation. Some cases 
require flushing doses and others do better with more 
intense radiation. Judgment is required in selecting 
the particular technic for the particular stage of the 
disease. Severe acne can be kept under control in- 
definitely with ultraviolet rays and in many cases 
can be permanently cured. 

Alopecia—It can be safely stated that ultraviolet 
rays are a useful adjuvant in the treatment of alopecia 
areata and of alopecia prematura in some cases. 
The doses, however, should be sufficiently large to 
produce hyperemia or a moderate reaction. It must 
be understood that in no sense is ultraviolet radia- 
tion a “hair grower.” 

Dermatitis Herpetiformis.—In many cases dermatitis 
herpetiformis may be ameliorated and the severe 
itching improved by generalized ultraviolet irradia- 
tion. The doses, however, must not be excessive. 

Dermatophytosis.—This common condition does 
seem to improve under the influence of ultraviolet 
rays. However, in cases of acute involvement further 
trauma should not be caused by intensive ultraviolet 
irradiation. 

Ecsema Seborrhoicum.—Occasionally this condition 
improves when treated with ultraviolet rays, especially 
if the lesions are chronic and of long standing. 

Erysipelas—Good results have been obtained in the 
treatment of this disorder with large doses (often 
erythema doses) of ultraviolet rays to the affected 
areas. However, it must be borne in mind that the 
sulfanilamide and its derivatives cause photosensitiza- 
tion and that the two agents should not be used simul- 
taneously. The technic should be scrupulously super- 
vised. 

Furunculosis—Multiple recurrent furunculosis of 
long standing is benefited by generalized ultraviolet 
radiation. 

Neurodermatitis—Patients with either the localized 
or the disseminated type of neurodermatitis improve 
when exposed to ultraviolet radiation. 
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Pityriasis Rosea—The course of this disease can 
be considerably shortened by the use of ultraviolet 
radiation. 

Parapsoriasis—Parapsoriasis is a rare disease and 
is difficult for the average practitioner to diagnose. It 
is incurable, but occasionally lesions may be made to 
disappear by use of intensive doses of ultraviolet rays. 
The rule is that the lesions recur. 

Psoriasis —Carefully applied ultraviolet radiation in 
suberythema doses is valuable in the treatment of 
this disease. The treatments should be administered 
cautiously. If the affected areas are first anointed with 
a 3 per cent ointment of coal tar the effect of ultra- 
violet irradiation is accentuated. 

Sycosis Vulgaris.—Localized as well as generalized 
ultraviolet irradiation combined with application of 
topical remedies often improves this condition. 

Telangiectasis—Telangiectases which occur without 
discernible cause and those associated with radioderm- 
atitis and rosacea may be made to disappear by in- 
tensive treatment with a water-cooled lamp with com- 
pression. 

Tuberculodermas.—Most of the dermatologic mani- 
festations of tuberculosis are ameliorated in varying 
degrees by exposure to ultraviolet rays. 

A. Erythema Induratum of Bazin: Generalized as 
well as localized ultraviolet irradiation combined with 
rest in bed, use of a diet high in vitamins and low in 
salt and injections of tuberculin yield satisfactory re- 
sults within a few weeks. 

B. Lupus Vulgaris: This disease is often improved 
when treated with intensive doses of ultraviolet radia- 
tion. 

C. Scrofuloderma: The bset results in the treat- 
ment of this condition are obtained when localized and 
generalized ultraviolet irradiation are used in combin- 
ation with systemic treatment. 

D. Tuberculosis Cutis Orificialis: This form of 
cutaneous tuberculosis often yields to treatment with 
ultraviolet radiation. 

Uleers—All forms of ultraviolet radiation are 
helpful in cases of indolent ulcers and wounds. It 
should be combined with other therapeutic agents. 


Therapeutic Relaxation 
H. J. Behrend and Jerome Weiss. In New York State 

J. Med., 41:1838, Sept. 15, 1941. 

Tone is an essential feature of all living tissue. In 
health a normal tone is recognized. Deviation from 
the normal can occur in either direction. Decrease 
in tone results in the state variously described as 
atony. and hypotonia. Increase in tone constitutes a 
hypertensive state. It is with the latter condition that 
we are chiefly concerned in this presentation. We 
must not confuse hypotonia with fatigue, as is very 
well described by Rathbone. 

Deviations from the normal may be considered as 
primary and secondary. Primary deviations may be 
due to racial or individual characteristics. Some races 
are notoriously “high-strung”; others are definitely 
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phlegmatic. However, individual variation is observed 
in which an individual may differ widely in muscle 
and nerve tone as compared to others of the same 
general racial group. Among secondary factors we 
must consider environment and training as the most 
important. 

Rest is a valuable means of promoting true relaxa- 
tion. Unfortunately many people have a strange con- 
ception of what constitutes rest. We are familiar with 
the spectacle of the vacationer returning weary and 
far from being fit to resume his work. The objectiye 
of many physical therapy measures is to secure re- 
laxation. In hydrotherapy we utilize the warm bath 
and the continuous warm baths as frequently used 
in mental institutions. Partial and full body packs 
also are used as well as the arm bath of increasing 
temperature. 

Light therapy, especially radiant heat, also is of 
value to induce relaxation. Conversive heating by 
means of short-wave of conventional diathermy here 
has broad application. 

Mechanotherapy in the form of massage, particu- 
larly in the form of superficial stroking, is markedly 
effective to produce relaxation. 

Acoustic stimuli play an important role in relaxa- 
tion. Some noises we definitely recognize as soothing, 
such as the murmur of a brook and the calming 
influence of soft music. 

Jacobson, of Chicago, has published an interesting 
method of producing relaxation of neuromuscular 
hypertension. He teaches his patient to become ac- 
quainted with the concept of tension by letting him 
contract certain isolated muscle groups. By con- 
sciously releasing this tension, the patient is taught 
the sensation of relaxation. The authors have sought 
a method to produce relaxation without the conscious 
cooperation of the patient. 

It may readily be demonstrated that shallow or 
incorrect breathing will produce tension. Shallow 
breathing combined with impaired circulation reduces 
oxygenation of the blood. The tissues of the body 
suffer in consequence, and further tension develops. 

Experience has shown that we can produce relaxa- 
tion by improving the respiration. 

Breathing exercise, as compared with Jacobson’s 
technic, may be freed from the activity of thinking. 
The diaphragm should set the rhythm for respiration, 
and the other muscle groups should follow its lead. 

Following extensive study of the subject, the authors 
have established a technic for breathing exercises. 
The patient in his exercise suit is placed on a cush- 
ioned table in a comfortable dorsal recumbent posi- 
tion. He first exhales, blowing. through the pursed 
lips. This must be done without effort. Pursing of 
the lips is important as it has a remarkable effect 
upon the action of the abdominal muscles. The 
patient must now rest quietly and wait until natural 
inspiration occurs. This is an essential feature, and 
sometimes a difficult one for the patient to master. 

When properly performed, the inspiratory wave 
starts at the umbilicus and spreads to the pubis. 
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The Use of Surface Anesthesia in the Treatment 
of Painful Motion 


Hans Kraus, M. D. New York. 

116 :23:2582, June 7, 1941. 

This paper describes a method of treatment for 
impaired function when pain is the factor responsible 
for the loss of motion or power. The treatment is 
the application of a surface anesthetic (ethyl chloride 
spray) combined with active motion. 

As compared with the injection of procaine hydro- 
chloride into the muscles and ligaments (Leriche), 
this method shows the following advantages: 

1. Application is simpler. 

2. Repeated application is possible, with less diffi- 
culty and risk. 

3. Large areas can be controlled which otherwise 
would call for the use of vast quantities of procaine 
hydrochloride. 

4. It does not work when fractures or tears are 
present; thus it is less dangerous and more selective. 

5. It is more advantageous in its use as a diagnostic 
means, being more selective. 

6. There is less risk of a local after-effect and no 
general after-effect such as is sometimes seen after 
the administration of procaine hydrochloride. 

7. There is no danger of infection. 


In J.A.M.A,, 


Discussion on Injuries to Peripheral Nerves 
Rowley Bristow. In Proc. Royal Soc. Med., XXXIV: 

8:513, June 1941. 

Pre- and postoperative treatment is on similar lines, 
and to be considered under two headings: (a) Pos- 
tural. (b) Nutritional. 

I shall only consider one or two points under these 
headings. 


(a) Relaxation of paralysed muscle.—In the adult, 
even in the zero position the metacarpophalangeal 
joints and the interphalangeal joints will get very stiff 
if kept fixed. For these joints I would advise a 
compromise, which is best effected by the use of 
the short cock-up and the musculospiral glove—this 
latter consists of elastic accumulators replacing the 
paralyzed extensor tendons of the thumb and fingers. 


(b) We endeavor to maintain and improve nutri- 
tion, by heat, massage, electrical stimulation, exercises 
and reeducation. By electrical stimulation is meant 
interrupted galvanism to the paralyzed muscle, which 
exhibits the so-called reaction of degeneration. I hold 
no strong views as to the value of electrical treatment 
physically, although psychically it is of great value. 
For a patient to see a muscle which he cannot acti- 
vate voluntarily, both contract and relax, and a joint 
which to him is dead and useless, moved by his own 
muscle, must be an encouragement. Those who feel 
this form of treatment to be ill-advised will point out 
that denervation of muscle is followed after a few 
days by the onset of spontaneous, rhythmical con- 
tractions, fibrillation, which usher in rapid and pro- 
gressive atrophy, and that to add still further to 
the work this degenerating muscle is forced to do is 
harmful. 
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Some Common Causes of Painful Feet 


Philip Wiles, M.S. In Practitioner, CXLVI :6:389, 
June 1941. 


Chronic Foot Strain 


Relaxation of the muscles occurs when they are 
fatigued from such causes as prolonged and unaccus- 
tomed standing, a long illness or a rapid increase in 
body-weight. The change from civilian to military 
life, and to heavy service boots, is a prolific cause of 
trouble at present. Whatever the reason for the mus- 
cular relaxation, the effect is to allow the foot to 
rotate into the valgus position under the influence 
of the body-weight. Provided there is normal mobil- 
ity this lowers the inner border of the foot and the 
weight comes directly on to the midtarsal bones. 


. Mobility is the key to the problem of this type of 


painful foot. The supple foot, whether its habitual 
posture is arched or valgus, seldom causes any trouble. 
The foot that is stiff, whatever its shape, is liable 
to become painful when subjected to an unusual strain. 
The stiffer the foot, the smailer the margin of safety 
and the greater the risk of pain. 


Treatment.—The pain is due to tension on an in- 
jured ligament and it can therefore be relieved either 
by preventing the tension or by curing the injury. 
The first is achieved by wearing arch-supports which 
further restrict movement and prevent the weight 
from coming on to the ligaments. This is only pal- 
liative and is chiefly of use in those cases in which 
there is no prospect of restoring a useful range of 
movements. It is not permitted in soldiers because 
of the difficulty in replacing supports under conditions 
of active service. The method of choice is manipu- 
lation, but it must be used with discretion. The ob- 
ject is to restore the range of painless movements 
by the rupture of adhesions and any new and pain- 
ful scar tissue that may have formed in the ligaments. 
Manipulation is not used, as is often erroneously 
stated, to tear the ligaments themselves in badly con- 
tracted feet. Only sufficient force is used to rupture 
new scar tissue and this should be entirely inadequate 
to injure the structure of the ligaments. Manipulation 
must be followed by skilled massage and active and 
passive movements until the injury has resolved. When 
necessary, reeducation in muscular control must be 
given to correct any postural deformity, or other error 
in function, in order to prevent recurrence of the 
strain. 


Anterior Metatarsalgia 


Pain in the ball of the foot is nearly always due to 
trouble with the metatarsophalangeal joints of one or 
more of the outer four toes. 

Treatment.—The successful treatment of anterior 
metatarsalgia depends on finding the underlying cause. 
The bruised joints will recover with complete rest 
and massage, but the trouble recurs rapidly if the 
cause is not removed. It may be that there is a 
faulty posture and gait which throw too much weight 
on the outer part of the foot—in normal walking the 
maximum strain, that is during the “take-off,” comes 
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on to the big toe. A deformity such as hallux valgus, 
hallux rigidus or hammer-toe, may have the same 
effect. Examination of the sole of the shoe shows 
at once where the weight is being carried. In most 
cases, in addition to some other defect, the intrinsic 
muscles are weak, or out of action; the ball of the 
foot is then splayed, or may be concave, and the 
groove between the first and second metatarsals is 
absent. The first step in treatment is therefore to 
correct by eperation any gross deformity and then 
to reeducate the intrinsic muscles to restore the shape 
and function of the foot. In some cases there is no 
gross deformity and the intrinsic dysfunction appears 
to be primary. The approach is then to provide what 
rest is possible—this usually means a pad and strap- 
ping, since rest in bed is seldom practicable—whilst 
muscular reeducation is proceeding. 


The Role of Physical Therapy in the Early 
Treatment of the Injured Workman 


Madge C. L. McGuinness, M.D., New York City. 
In N. Y. State J. Med., 41:10:1049, May 1941. 


Physical therapy and rehabilitation should be al- 
most synonymous. The industrial surgeon, as a rule 
quickly sees the advantage to be gained by employing 
this adjuvant as early as is compatible and is thus 
spared many failures, mental and moral as well as 
physical. 

When the surgeon is making a grand job of put- 
ting the broken body together, he is using, pari passu, 
physical therapy to keep the organism fit, so that 
when the time comes to get the patient on his feet 
his muscles will have their tonus, his legs will carry 
him, his feet will be his own, and the bed won't feei 
so welcome after fifteen minutes’ absence from it. 
This is particularly true in fractures and dislocations 
where the gentlest heat, skilled gentle massage, active 
motion of parts distal to the site of injury, and pos- 
tural, respiratory and general active exercises are 
begun directly following reduction and immobiliza- 
tion. Teaching the patient proper posture, to breathe 
properly, to exercise his uninjured members, to move 
about within his circumscribed area, to move his 
fingers, to make a fist, to shrug his shoulders, and 
to contract the muscles within the cast or extension 
apparatus in injuries of the upper extremity will go 
far to prevent the adhesions, immobility, stiffness, 
pain, and marked disability that frequently ensue 
when the appliances are off, when the bones have 
knit, when the, dislocation stays reduced, and when 
the wounds have healed. 

This is especially true of hand and wrist injuries 
where the patient easily falls into the habit of doing 
nothing for himself intensively and continuously. 
While gentle heat and massage are excellent aids, it 
is the active exercise of body, mind, and injured mem- 
ber which is going to set this patient’s feet on the 
road to a job. Passive motion usually has no place 
in fractures. 
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Restoration of Function After Fractures 
of the Humerus 


John Paul North, M.D., Philadelphia. In Penna. Med. 

J., 44:10:1277, July 1941. 

If the patient with a broken arm were given his 
choice between a perfectly restored contour of the 
humerus as shown by a roentgen-ray film and a 
useful arm which is strong and freely movable, there 
is little doubt which he would choose. The ideal, of 
course, would include both, but the two are not always 
compatible. 


Accuracy of reduction is essential in those fractures 
of the humerus which enter the elbow joint, but is 
less important in other portions of the bone. 


Splints or retentive dressings should serve the pur- 
pose of preventing displacements or refracture with 
the least possible interference with joint movements. 
They should be kept in place long enough to accom- 
plish this aim, but no longer. The simpler the dress- 
ing, the more likely is it to achieve this end. 


It is extraordinary that so little emphasis is placed 
upon early voluntary motion, since this is the best 
and simplest way to restore normal function. Indeed, 
if active use of the arm could be continuous through- 
out convalescence, there would be no problem of res- 
toration of function. The sooner a program of exer- 
cise is begun, the better. 


Motion at the shoulder is started by having the 
patient bend forward and set his arm to swinging 
to and fro like a pendulum with the support only of 
the wrist sling. 


While these efforts are being expended upon ab- 
duction and external rotation, internal rotation can 
be encouraged by having the patient touch first the 
seam of his trousers, then place his hand in his side 
trouser pocket, and finally scratch his back. In the 
performance of these exercises, successive goals should 
be set up so that the patient will perceive his own 
progress. At each visit we measure and record in 
degrees (with the goniometer)) the exact range of 
motion in each direction. This provides a graphic 
record and checks one’s casual impressions which are 
often quite faulty. At these visits, definite instruc- 
tions are given concerning exercises to be done and 
the number of times each is to be performed daily. 

The burden of responsibility is placed squarely upon 
the patient. 


Psychotherapy is an important element in this 
program for restoration of function. The patient must 
be imbued with the will to get well and be convinced 
that his own active efforts will largely determine the 
outcome. 


A discussion of methods of functional restoration 
would be incomplete without reference to the value 
of occupational therapy. Creative work is always 
more fun than any system of calisthenics, and in con- 
centrating upon its joints and muscles are moved 
quite unconsciously and without fear of the conse- 
quences. A trained occupational therapist is an asset 
for she will keep the patient interested despite initial 
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awkwardness and will assign work in accordance with 
his abilities. Much may be done, however, even with- 
out trained assistance, for there are a_ surprising 
number of homely crafts and tasks which aid shoulder 
and elbow motion. 


Effect of Short Wave Diathermy on 
Intestinal Activity 
Christopher J. McLoughlin, M.D., Frank C. Mann, 

M.D., and Frank H. Krusen, M.D., Mayo Clinic, 

Rochester, Minn. In Arch. P. T., 22:6:325, June 

1941, 

The problem undertaken has been an attempt to 
evaluate the action of short wave diathermy on intes- 
tinal activity. Exteriorized loops of intestine at var- 
ious levels were prepared in a normal physiologic 
state. 

Gross observations and kymographic records re- 
veal that almost immediately after feeding there is 
an increase in the motility of the intestines. Fasting 
and dietary changes do not alter the rate of rhythmic 
contractions. 

In the dog the most common types of movement 
found are the rhythmic segmenting and the pendular 
movements. These movements occur at intervals fol- 
lowed by periods of rest of variable duration. The 
time of one complete contraction of muscle varies with 
the temperature. At 42 C. the duration of contraction 
is 3.3 seconds, and if the temperature is dropped to 
16 C., it takes forty seconds for a contraction. This 
process is reversible. Short wave diathermy, prob- 
ably by producing a slight elevation of the intestinal 
temperature, causes a slight increase in the rate of 
contraction. 

There is a definite gradient of rhythmicity in the 
intestine. On the application of short wave diathermy, 
a small amount of heat is produced, resulting in a 
slight increase in the rate of contraction per minute, 
although the gradient remains relatively the same. 

Roentgenoscopic studies were not a_ satisfactory 
means of determining the effects of short wave dia- 
thermy on intestinal activity. 

Gross observations of the exteriorized loop were 
not accurate enough to obtain a true evaluation of 
the effects of short wave diathermy on _ intestinal 
activity. Kymographic records showed that under 
the influence of short wave diathermy the intestinal 
tract of the dog did not undergo any changes other 
than those produced by heat, and that these changes 
were similar to effects produced by the direct appli- 
cation of heat to the intestinal walls. The amplitude 
or tonus of contractions did not seem to be increased 
to any appreciable extent, and their character was in 
no way changed. Short wave diathermy did not 
initiate contractions, did not increase the strength of 
contractions anc did not diminish or stop the con- 
tractions of the intestine. The only effect demonstrable 
was a slight increase in the rate of rhythmic con- 
tractions such as is produced by the application of 
heat to the intestine itself. 

Roentgenoscopic studies showed no visible changes 
in the character of the contractions while the animal 
was under the influence of short wave diathermy. 
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Coordination of Therapy in Arthritis 


Ralph Pemberton, M.D., Philadelphia. In Penna. Med. 

J., 44:10 :1306, July 1941. 

Dr. Mitchell knew nothing of focal infection but 
his results were magnificent and carried his name 
around the world because he understood the impor- 
tance of the basic principles of physiology. These 
basic principles are just as significant today as they 
ever were. 

Rest 

1. Rest in recumbency improves the circulatory dy- 
namics; it is especially important in the capillary beds. 

2. Rest dilates constricted peripheral vessels be- 
cause of added warmth referable to the bed clothes. 

3. Rest modifies undue gravitational “pull” on 
ptosed and other organs. 

4. Rest facilitates the passage of fluids from tissues 
into vessels. 

5. Rest lessens overaction of nervous system by 
reducing psychic and physical stimuli (from activities 
and pain). 

6. Rest permits replacement of the deficits and re- 
moval of the excesses which constitute fatigue. 

7. Rest reduces energy losses and caloric demands. 

8. Rest “splints” traumatized joints and muscles and 
permits repair. 

As remarked above, physical therapy may be of 
extraordinary value and in some cases may be quite 
essential to recovery. The bases of physical therapy 
are heat, massage, rest, and exercise. Properly used 
these measures may not only improve circulatory con- 
ditions locally, modify pain, and restore tone to atro- 
phied muscles, but they may even contribute to an 
increase in the red cell count. Physical therapy, 
which should include also postural exercises, will con- 
duce toward reduction and especially prevention of 
deformity. Unfortunately, many technicians prac- 
ticing physical therapy are animated by an undue 
zeal, springing, not unnaturally, from personal knowl- 
edge of the benefits which physical therapy can 
achieve. Unless technicians are advised that the treat- 
ment of arthritics differs from that of most other con- 
ditions, in that it must be conducted gently or not at 
all, they may add insult to injury by further trauma- 
tizing the joint tissues. The crime of “freeing ad- 
hesions” and churning joints is commoner than sup- 
posed. It may be said by way of epigram that treat- 
ment of arthritic joints by means of physical therapy 
should be directed anywhere except to the joints. 

Order of Prescription for the Sick Arthritic 


Rest. 

. Sedation and/ or stimulation. 

. Optimal nutrition in the refined sense. 

. Proper gastro-intestinal function. 

Time for establishment of a general equilibrium. 
Examination for foci of infection. 

. Medication, such as iron, arsenic, nux vomica, 


. Treatment of foci, conservatively. 
. Use of physical therapy, conservatively. 
. Orthopedic help. 
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11. Last, if at all, vaccines, gold, etc. 

12. Psychic reeducation. 

Peripheral Arterial Occlusion 
Grant P. Pennoyer, M.D., Associate Attending Surg- 
geon, Roosevelt Hospital, New York, N. Y. In 

Amer. J. Surg., LIII:1:102, July 1941. 

This report is based upon experience gained in a 
special clinic which has been conducted for over six 
years at Roosevelt Hospital for the diagnosis, study 
and treatment of arterial disease of the extremities. 

Very few of the author’s patients, even with ex- 
tensive gangrene, who are kept in heat cradles at 
constant temperature, require any sedative medica- 
tion. If pain suddenly recurs, one usually finds that 
something has gone wrong with the thermostat. He 
considers the thermostatic control of the temperature 
of the bed cradle one of the greatest contributions to 
the therapy of these cases. Its very simplicity leads 
some physicians to ignore it. Hot water bags, heat- 
ing pads and even baking machines are still employed 
on these cases. No form of heat s ould ever be em- 
ployed except heat thermostaticaliy controlled. In 
addition to causing pain, the danger of burning is 
very great. The cutaneous sensation in severe cases 
is very dull or completely absent, so that the patient 
has no warning of the damage. In addition, there 
is no circulation to conduct away the heat. A hot 
water bag which feels just comfortably warm on the 
skin of the face may cause a bad burn to the feet of 
these patients. The intact circulation tries to keep 
the skin cool in the presence of excess heat, just as 
it tried to keep it warm in the presence of cold. If 
the circulation is arrested, the full heat of the hot 
water bottle is gradually transmitted to the skin which 


_ is blistered by a temperature which feels perfectly safe 


to the most careful nurse. Diathermy, heat lamps, 
ultra-red and baking machines are particularly bad. 
In addition to burning, the excess heat may precipi- 
tate a gangrenous process by increasing the discrep- 
ancy between the blood demand and blood supply. 

Another most important consideration in treating 
an advanced case of peripheral arterial occlusion is 
absolute, prolonged body rest. Active muscles re- 
quire much more circulation than the basal meta- 
bolism of the tissues. This is easily demonstrated 
by quantitative metabolism studies. When the blood 
supply is so reduced that even the basic nutritional 
need of the tissues is endangered, all other demands 
on the circulation must be eliminated as completely 
as possible to allow the remaining circulation to be 
used solely for nutrition. To allow the patient up 
and about, even to go to the toilet, uses the available 
oxygen in the muscles before it reaches the feet. 

For this reason a patient with an unhealed ulcer- 
ation, a local infection or imminent gangrene must 
be kept constantly in bed. The author believes that 
even Buerger’s exercises, when they have to be un- 
dertaken by the patient’s own muscular energy, do 
more harm than good. When they can be done with- 
out any effort on the part of the patient, as in the 
case of the Sanders’ oscillating bed, it is believed that 
they are physiologically sound and of value. 
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Electro-Diagnosis and Electrotherapy in 
Peripheral Nerve Lesions 
P. Bauwens, M.R.C.S. In Proc. Royal Soc. Med. 

XXXIV :8:459, June 1941. 

To epitomize: we have at our disposal five methods 
of exploring the extent of nerve damage. 

(1) The classical method in which nerve trunks, 
motor points, and the muscle itself are stimulated in 
turn by faradic and galvanic currents. Simplicity of 
apparatus and of technic commend it. Unfortua- 
ately the faradic current cannot be measured. The 
galvanic current can be measured but the values are of 
little significance. Of greater value are the qualitative 
features of the responses obtained. It must be re- 
membered that this response may be the resultant 
of two contractions when the muscle tested consists 
of mixed fibres—normal and denervated. The former 
will account for the brisk component at make, the 
latter for the sluggish contraction which gives the 
impression of slow relaxation. Naturally the ratio of 
the two types of fibres will determine the overall 
response. When pain makes it impossible to use cur- 
rents of sufficiently high intensity to be conclusive, 
an anesthetic may be restored to. 

(2) Chronaximetry is exact only when all nerve 
fibres undergo degeneration or regeneration at the 
same rate and where homogeneity exists. It fails 
to reveal the presence of normal fibres. This is par- 
ticularly the case when rectangular wave impulses 
are used although it may do so when exponential 
condenser discharges are used. 

(3) The Cluset method, which was also adopted 
by Lewis Jones, is almost certain to detect normal 
fibres, since condensers are charged to a definite po- 
tential and strong impulses of short duration are al- 
ways started with. But here the shape of the stimu- 
lating current curve is dependent on unpredictable 
factors such as skin resistance, edema, etc. More- 
over there is, as pointed out before, the possibility 
of stimulating various fibres simultaneously with ex- 
ponential stimuli. 

(4) Plotting an intensity duration curve, employing 
rectangular waves. This technic would be most 
tedious and nearly as much information can be reaped 
from a curve plotted from three points representing 
three different durations—the base line being reduced 
to unity. 

(5) By means of modulated currents.—To stimulate 
a nerve the onset of the current must have a steeper 
gradient than to stimulate muscle—particularly de- 
nervated muscle, and the ratio of the current required 
to stimulate a muscle with rectangular waves to that 
required to stimulate it with a progressive current 
bears a relation to the state of the muscle and nerve. 

The investigation may be carried out with a bipolar 
or longitudinal application of electrodes. 

Each method has its advantages in certain circum- 
stances. The faradic current will reveal the presence 
of normal muscle fibre except where considerable 
edema is present, while the progressive currents will 
pick out denervated fibres. Chronaximetry, by de- 
tecting early return towards shortened chronaxies 
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may point to concussion of the nerve as opposed to 
more severe damage. Galvanic stimulation of the 
nerve trunk may indicate recovery before voluntary 
control has returned. 

With regard to the value of artificially produced 
muscle exercise in paralysis, on the assumption that 
function improves the organ, I believe in electrical 
stimulation of paralyzed muscles, for although it does 
not prevent atrophy, circulation and nutrition are im- 
proved. To be effective and noninjurious it is im- 
portant to use a technic which will not produce 
contractions in normal muscles surrounding and op- 
posing the paralyzed ones. Fatigue must be avoided 
by allowing long pauses of rest between contractions 
which should be few in number. If the blood supply 
is inadequate this treatment may have to be withheld. 

Where interrupted galvanic currents produce con- 
traction of antagonistic muscle groups, the progressive 
currents or modulated direct current should be used. 


Intestinal Tuberculosis 


W. R. Hewitt, M. D., Tucson, Ariz. In Dis. of the 

Chest, 7:4:115, April 1941. 

The patient should be at bed rest. 

The diet should be bland and of low residue to a 
degree depending on the comfort of the abdomen. 

Constipation should be managed in the simplest way. 
Laxatives are to be avoided. Mineral oil should not 
be used steadily. 

Artificial heliotherapy is essential in the treatment 
of tuberculosis of the intestine. It is preferable to 
sunlight because dosage is more accurately measured 
and because it supplies more of the beneficial rays 
and because it does not harm the lung disease as 


_ sunshine often does. The patient should be exposed 


to a mercury vapor ultraviolet lamp over the whole 
body, except for the chest and eyes which should 
be covered. In some instances, the chest is not cov- 
ered, but it is probably safer to do so. 

The lamp is focused over the abdomen. Exposure 
is begun with one-half minute to back and to front 
daily with the burner placed at a thirty-six inch 
distance. The time is increased by one-half minute 
daily, or according to the individual tolerance. Burn- 
ing is to be carefully avoided. When the exposure 
reaches thirty minutes to back and to front the lamp 
may be gradually lowered to thirty inches. Irradia- 
tion is continued this way over one to two years, 
depending on the progress. 


First Aid Teaching Technic 


C. J. Potthoff, M.D. In J. A. M. A., 117:17:1417, 

Oct. 25, 1941. 

Criticism has repeatedly been directed against var- 
ious aspects of teaching on the topic of artificial res- 
piration. Clearly, the follcwing points should be em- 
phasized : 

1. Get started at once. 

2. Compress the chest and release twelve to fifteen 
times a minute. 

3. Treat shock. 

4. Keep the victim quiet after he starts breathing. 
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The student should know of the precious time in- 
terval between cessation of breathing and cessation oi 
heart action. He should therefore know of the great 
need for starting artificial respiration at once. Though 
the prone pressure method is used ordinarily, it is 
occasionally impossible to straddle the victim. The 
student should understand the idea so that he will 
start artificial respiration in a boat or wherever he 
finds the victim. 

The student should know when the method is use- 
ful. Occasionally instructors state that the procedure 
should be followed any time a victim is not breath- 
ing. Hence first aiders are giving artificial respira- 
tion to victims of stroke, of concussion and even of 
infectious disease. The argument favoring such 
teaching is as follows: If a victim is not breathing, 
artificial respiration cannot be harmful, though it 
may be useless. One cannot expect the average per- 
son to remember a series of indications for its use; 
but if this person is taught to use the method any 
time a victim is not breathing, he will remember 
such a simple rule well. 

The argument fails to consider the commonest mis- 
take of the first aider. In his excitement he admin- 
isters the prone pressure method to victims who are 
unconscious but breathing. Such cases often represent 
stroke, concussion or injury to the visceral system. 
The procedure of artificial respiration here may repre- 
sent the finishing coup; it is definitely dangerous. 
During the past year the author has seen two cases 
in which prone pressure method was being used on 
victims of stroke. These injuries are very common, 
and if the first aider gives artificial respiration to 
every victim of stroke or concussion he sees he may 
be responsible for more dire results than the good 
which follows use of the method wisely. Hence stu- 
dents must learn when artificial respiration is to be 
used. 

The technic of the prone pressure method requires 
practice for good administration. The beginning in- 
structor should be coached in the technic by an ex- 
perienced operator. Otherwise, while he may get 
a good exchange of air, he may fail as a teacher in 
being awkward or singularly atypical in method. 


Acute Occlusions of the Peripheral Arteries: 
Clinical Analysis and Treatment 


Gamliel Saland, M.D., New York, N. Y. In Annals 

of Int. Med., 14:11:2027, May 1941. 

No more dramatic episode exists in medicine than 
the sudden onset of an arterial occlusion. In fact, 
the onset is so characteristic that the condition is 
seldom overlooked. Unfortunately, however, the 
proper therapy is often too long delayed. 

The author presents an analysis of 31 cases of 
acute closure of the peripheral arteries to call atten- 
tion to certain clinical features that require emphasis, 
and to show that extremities can be saved when proper 
conservative measures are instituted. He also at- 
tempts to show that the loss of life in individuals 
who are properly treated is not due to the acute ar- 
terial lesion per se, but rather to the basic disease 
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that existed before the embolism or thrombosis oc- 
curred. If one can prevent the formation of gan- 
grene, the chances of saving the affected limb and 
thereby prolonging life are proportionately greater. 

In the conservatively treated cases of this series, 
the author used a combination of the foregoing meas-* 
ures, and adhered to the following routine. The pa- 
tient was put to bed and was given one-half grain 
of papaverine intravenously as soon as possible. He 
was covered with wool blankets; warm water bottles 
were placed in the axillae when the lesion was in the 
lower extremities; and whiskey was given in one 
ounce doses, three times daily. 

The patient was seen by a member of the peripheral 
vascular department as soon as possible, and the af- 
fected limb was placed in a suction pressure appara- 
tus. The apparatus was adjusted so that during the 
negative phase, the skin of the limb would either 
become pink, or the superficial veins would fill; dur- 
ing the positive phase the skin of the extremity would 
pale, or the superficial veins would collapse. If the 
patient could stand it, he would receive six to twelve 
hours of continuous treatment. On the second day 
he would receive four to six hours, and then the treat- 
ment would gradually be reduced to two hours daily. 
They tried in most cases to give a minimum of 100 
treatment hours. 

The contraindications to the use of suction pressure 
therapy are: first, pain during therapy; second, infec- 
tion; and third, edema. The treated cases presented 
neither infection nor edema, and in only one instance 
was pain during treatment a factor in the cessation 
of therapy. It was usually high negative pressure 
that caused pain and the negative pressure could often 
be diminished to the point where treatment could be 
tolerated. 


A Hospital Study of Poliomyelitis with a 
Follow-up Survey One Year Later 


Leo Litter, M.D., Brooklyn. In Arch. Pediatrics, 
LV111, 7:413, July 1941. 


At the Kingston Avenue Hospital th. orthopedic 
treatment is instituted as soon as the acute illness 
has subsided and the temperature is normal. The 
proper therapy is the utilization of rest, orthopedic 
appliances, physical therapy, graded exercises and 
surgical procedures. The treatment should begin at 
the earliest sign of paralysis, demonstrated at first 
by any definite weakening in muscle strength, and 
not necessarily by a total or even extreme loss of 
power. The paralysis which occurs is of the flaccid 
type, the part affected being limp and lifeless. 

When any signs of muscular weakness, paralysis 
or contractures exist, and when the acute illness has 
subsided, and further spinal punctures are unlikely, 
a plaster of Paris cast is applied to the involved part 
in the normal or in the overcorrected physiological 
position. 

The second or convalescent stage extends from the 
subsidence of muscle tenderness to the slowing of the 
process of recovery of muscle power. The duration 
of this stage may be at least two years. The third 
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stage, the stage of residual paralysis, represents the 
best end result so far as muscle strength is concerned, 
the remainder of the patient's life. 

In the treatment during the acute stage and also 
during the convalescent stage one must consider three 
definite points: (1) Maintenance of nutrition and 
circulation to the involved part. (2) Restoration of 
muscle power. (3) Prevention of deformities. In 
the early stage—during the period of immobilization, 
the following are accomplished: pain is relieved, the 
involved part is kept at rest, contractures and de- 
formities are prevented and proper circulation of the 
part is maintained. Further, bivalving the cast favors 
the maintenance of nutrition by means of radiant 
light and heat, permits light massage, and prevents 
disturbances of circulation. Direct application of 
heat to the cold extremities, such as warm tub baths, 
facilitates movements of the various affected parts 
within the limits of pain. The daily warm bath tends 
to shorten the phase of muscle tenderness and aids 
in the prevention of contractures. Exercise should 
be started slowly and with great care. Any sign of 
fatigue, whether local or general, should be avoided. 


Physical Therapy in Peripheral 
Vascular Disease 


B. S. Troedsson, M.D., Orange, New Jersey. In J. 
Med. Soc. of New Jersey, 38:8:411, August 1941. 
Conway, using the Herrman cycle, reported im- 

provements in 80 per cent of patients with arterio- 
sclerosis affecting the major and secondary arteries of 
the extremity. They were treated from 3 to 6 months. 
In 9 of 10 cases of sudden vascular occlusion the treat- 
ment was effective. In 4 cases of thrombo-angiitis 
obliterans no benefit was noted. Passive vascular 
exercises were employed without other treatment save 
the inunction of the skin, the care of the nails, and 
other simple measures. Without Pavaex treatments, 
Bernheim and London reported 84 per cent of cases 
of arteriosclerosis and 79 per cent of cases of thrombo- 
angiitis obliterans showed improvement. In addition 
to the medical management, physical therapy was 
used in the form of Buerger’s exercises and warm 
soaks. Very light massage was also allowed. 

Thus it appears that the actual value of the Pavaex 
treatment still has to be determined. Possible con- 
ditions in which the treatment would be indicated are 
arteriosclerosis with predominant involvement of the 
major and secondary arteries, acute arterial occlusion 
due to embolism, thrombosis, traumatism or operative 
ligation of major vessels and acute peripheral cir- 
culatory stasis as in frostbite. 

De Takats, et al., have recommended a third method 
of treating peripheral vascular diseases. They adopted 
a triphasic cycle consisting of: 

1. Elevation of the extremity for 1 minute. 

2. Venous compression until rubor appears. 

3. Horizontal position followed by release for a 
period twice the venous compression less 1 minute. 

The Sanders’ Bed essentially reproduces the action 
of Buerger’s exercises in a more efficient manner and 
without any effort on the part of the patient. 


Iontophoresis with acetyl-beta-methylcholine was 
introduced by Kovacs. The drug is applied to the 
positive pole of a galvanic current and follows the 
current into the tissues. The procedure has been ad- 
vocated for use in chronic varicose and post-phlebitic 
ulcers. 

Buerger’s exercises are extensively used. They 
consist of elevating the legs and resting them on a 
45 to 60 degree plane until blanching appears, then 
sitting up and hanging them over the edge of the bed 
until rubor appears or the veins are filled. This is 
followed by rest in the horizontal position for 30 to 
60 seconds. This cycle is repeated for 20 minutes 
several times during the day. The tendency is to pre- 


‘scribe these exercises in a fixed manner as for in- 


stance, 1 minute up, 1 minute down, and 1 minute 
rest; or 3 minutes up, 3 minutes down and 3 minutes 
rest. This is wrong. The exercises should be in- 
dividualized and the time determined by the blanching 
and rubor in some cases, and in others by the venous 
emptying and the venous filling time. 
Gonorrheal Ophthalmia and Gonorrheal 
Ophthalmia Neonatorum: 
An Evaluation of the Treatment 


Everett Barclay Muir, M.D., Salt Lake City, Utah. 
In Amer. J. Ophthal., 24:8:879, August 1941. 
Gonorrheal eye disease continues to exact a toll of 

damaged and lost eyes in spite of more efficient pre- 

vention and improved treatment. 

Irrigation of the conjunctival sac is considered to 
be indispensable by all clinicians. Iced compresses 
are most frequently used for lid swelling, while hot 
compresses are used occasionally for the same purpose. 

In the Cincinnati cases intermittent iced compresses 
were found of benefit, while the use of continuous iced 
compresses increased the frequency of corneal ulcers. 

Corneal ulcers occurred much less frequently in 
gonorrheal ophthalmia when the palpebral conjunc- 
tiva was painted with silver nitrate 0.5 to 2 per cent 
solution by a physician, than when the same solu- 
tion was instilled. 

Progress in the treatment of gonorrheal eye disease 
may be said to have made three considerable advances 
in the last decade. In the order of their introduction, 
credit for these advances must be given to: (1) Non- 
specific or foreign-protein therapy. (2) Artificial- 
fever therapy. (3) Sulfanilamide therapy. The sec- 
ond is closely allied to the first in its rationale. The 
third achieves its results in an entirely different man- 
ner and is a form of chemotherapy. In none of them 
is the mode of action entirely understood, and their 
use is fundamentally empirical. All three have re- 
duced the length of hospitalization; all have dimin- 
ished the frequency and severity of corneal complica- 
tions. 

While sulfanilamide has produced more brilliant 
results than any previous therapeutic measure, it must 
be used with caution and a full understanding of its 
potential dangers. There will continue to be cases of 
gonorrheal conjunctivitis, resistant to sulfanilamide, 
in which recourse to all available therapeutic resources 
will be necessary to prevent loss of the eyes. 
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Physiological Scoliosis 


Aladar Farkas, M. D., Iowa City, Iowa, Visiting Pro- 
fessor, Orthopedic Department, State University 
of Iowa; Formerly Chief Surgeon, Orthopedic De- 
partment, Brody Hospital, Budapest, Hungary. In 
J. Bone and J. Surg. 23:3 :607, July 1941. 

Prior to its recognition by anatomists and other in- 
vestigators, the existence of physiological scoliosis 
had been constantly observed by tailors and dress- 
makers for many centuries, of course without their 
having recognized the condition. As the physiological 
scoliosis increased with advancing age, the tailor or 
dressmaker would become suddenly aware that the 
shoulders of the customer were no longer level and 
that one of the hips had become prominent. The whole 
stature of the individual had changed, and it would 
become necessary to camouflage the usual physio- 
logical deformation ascribed to age. The main reason 
for the change was nothing but physiological scolio- 
sis, which, by shifting of the shoulder girdle from one 
side of the hip line to the other, had finally changed 
the stature. 

The existence of physiological scoliosis was sci- 
entifically established over 150 years ago by Sabatier, 
who found that the great majority of adult spines 
showed a well-defined curve to the side; in the lum- 
bar and cervicothoracic segments the convexity was 
usually to the left side, and in the thoracic region, to 
the right side. 

Measurement of the twelve thoracic and five lumbar 
vertebrae of twenty-one normal spines and of one 
scoliotic spine, ranging in age from six to eighty- 
six, elicited the following conclusions : 

1. The postnatal development of normal spines be- 
comes asymmetric about the age of six, progressing 
with advancing age. 

2. The asymmetry concerns the vertebral body and 
pedicles as well as the arches. The most striking 
feature of the asymmetries found was the dorsoventral 
elogation of the vertebral bodies: in the upper thor- 
acic region, on the left; in the lower thoracic segment, 
on the right; and in the lumbar region, on the left. 
Besides this, the lengthening of the pedicles on the 
side of the elongation and broadening of the pedicles 
on the other side, and the deviation of the arches op- 
posite the side of the dorsoventral elongation could 
be regularly observed. 

3. Since the spine in all of the specimens except 
that of the normal six-year-old child showed marked 
lateral deviation, the asymmetric postnatal develop- 
ment of the spine represents physiological scoliosis. 

4. In physiological scoliosis, contrary to the find- 
ings in pathological scoliosis, the wedging of the 
vertebrae plays but a subordinate role. The curves 
throughout are composed of lozenge-shaped (rhom- 
bic) vertebrae, representing the prescoliotic stage of 
the deformation without marked signs of motion in 
the articular processes. Further differences between 
physiological and true scoliosis are as follows: In 
physiological scoliosis the physiological sagittal curves 
never disappear, and, furthermore, in none of the 
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specimens examined were all of the bone elements of 
the same vertebra concerned at the same time; in 
true scoliosis all of the parts of the vertebra are more 
or less deformed. 

5. The osteophyte production always starts at the 
ventral edge of the dorsoventral elongation. 

6. In physiological scoliosis, as well as in patho- 
logical scoliosis, the deformation of the spine takes 
a in the diagonal plane, never in the exact frontal 
plane. 

7. The cause of physiological scoliosis is the hu- 
man gait, which forces the spine into a_ threefold 
curve, alternately changing at every step. However, 
the innate normal asymmetries of the human body 
eventually establish permanent lateral curves of the 
spine, showing marked individual variations within 
the general law. 


Management of Peripheral Vascular Disease 
Geza de Takats, M. D., Chicago. In Illinois Med. J., 

October 1941, 

The treatment of peripheral vascular disease rests 
on adequate diagnosis. 

The objectives of treatment may be readily sum- 
marized under three headings: (1) To improve 
collateral circulation. (2) To alleviate pain. (3) To 
remove non-viable parts at the optimal time and 
level. These can be accomplished by physical 


therapy, by drugs, and by surgical procedure, as 
follows : 


Physical Medical Surgical 
Heat Vaccines Sympathectomy 
Hot and Hypertonic Paravertebral 
cold bath solutions block 
Postural Alcohol Peripheral 
exercises Theobromine nerve block 
Massage Papaverine Amputations 
Diathermy Nitrites 
Short wave Choline 
Iontophoresis derivatives 
Suction lodides 
and pressure 
Venous 
hyperemia 


Heat in all forms is useful, but the cheapest, safest, 
and most effective is the continuous or intermittent 
use of a “baker.” Most patients with arterial occlu- 
sions are comfortable between 85 and 90 F., but 
occasionally the optimal temperature is lower than 
that; as low as 75 F. If the patient is complaining 
of pain under the heat cradle, it signifies that he is 
getting too much heat. This is just as harmful as 
if his feet were too cold. Generally speaking, it is 
safest to wrap the affected limb in cotton and move 
the cradle up toward the root of the limb. 

Alternate hot and cold baths frequently are used to 
“tone up the blood vessels.” In the experience of 
our group their value is rather questionable in peri- 
pheral vascular disorders. 

Postural exercises may be done actively by the 
patient or passively by an oscillating bed. 
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Massage may overcome vascular spasms and pro- 
duce a reactive hyperemia. We have far more efficient 
methods to produce reactive hyperemia. In our clinic, 
perhaps for economic reasons, we have made little 
use of massage. 


Diathermy treatments.—To heat up the lower ex- 
tremity, electrodes are placed on the abdomen and the 
lower back. For the treatment of the upper extremity, 
the electrodes are placed on the side of neck and the 
upper dorsal spine. Thus not only is the blood being 
heated as it passes through the root of the limb but 
a reflex vasodilatation is produced, which is medi- 
ated through the sympathetics, as it is absent in sym- 
pathectomized patients. 

Intermittent venous hyperemia.—In analyzing the 
mechanism by which alternating suction and pressure 
exert their effects on peripheral circulation, Hick, 
Coulter and the author were struck by the fact, that 
with each period of suction, there occurs constriction 
of the thigh at the cuff, which is released during the 
positive phase. The phenomena of reddening of the 
toes, filling of the veins, rise of surface temperature, 
and the increased mobility of the toes, all of which 
can be observed as objective changes produced by 
passive vascular exercises, can be duplicated by inter- 
mittent venous hyperemia. While any blood pressure 
apparatus can be used to produce intermittent venous 
stasis, a wide, eight-inch cuff, conically shaped to 
fit the thigh is preferable. The amount of pressure 
should not exceed the diastolic pressure of the ex- 
tremity at that level. It usually varies between 90 
and 60 millimeters of mercury. The duration of venous 
compression is determined by the appearance of definite 
redness ; this occurs in from one to two minutes, when 
pressures of 60 to 90 millimeters are used. The 
duration of the release should be as long as that of 
the compression. 


Rowing Method of Artificial Respiration 


M. C. Rosekrans, M.D., Neillsville. In Wis. Med. J., 
40 :7 :567, July 1941. 


Rowing method: With the patient supine, place 
yourself at the patient’s head. Grasp the patient's 
arms at the wrists and firmly extend his arms above 
his head, to raise the chest, keeping them there long 
enough for air to enter the chest; then rapidly drop 
the arms back toward the patient’s chest, leaving 
them there long enough for air to rush out of the 
chest. Repeat this rowing motion ten to twelve times 
per minute. 

The rowing method depends solely for its success 
upon the fact that the arms are extended over the 
head and the accessory muscles of respiration are 
brought into play; they are the pectoralis major and 
minor, and subclavious muscles. The arms act as 
levers of the second class, the weight being lifted that 
of the chest suspended through the above named 
muscles. There is no pressure brought to bear upon 
the body at any point. With the patient in a coma- 
tose state, being relaxed as he is, the chest is raised 
with very little effort. As I said before in the above 
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case report, one operator was able to carry on this 
rowing motion for two hours or more with perfect 
ease. The operator may even take time out to change 
position and to pause for a few seconds from his 
work, 

The rowing technic of artificial respiration has def- 
inite advantages over the prone pressure method as 
follows : 

1. It requires only one operator to keep the oper- 
ation going. 

2. Since there is no pressure applied, and the ex- 
tension of the arms is within normal limits, there is 
no chance for trauma. 

3. It adapts itself to use under any condition where 
artificial respiration is necessary. 

4. It also adapts itself to convenient observation. 
and care of the patient. 

5. The procedure is that of an entirely positive 
respiratory mechanism throughout, and admits a max- 
imum amount of aeration. 

6. Mechanically the rowing technic is satisfactory. 


a. The mechanism depends upon the expansion 
of the respiratory cage through the pull of the 
accessory muscles. 

b. The lungs are expanded in a positive phase. 

c. The weight of the anterior chest returning to 
rest causes the expiratory phase. 

d. Accessory muscle tone remains satisfactory 
so long as there is tone in other muscles. 

e. The respiratory rate is lower because of 
greater aeration. 


Phantom Limb 


Allan A. Bailey and Frederick P. Moersch, Rochester, 
Minnesota. In Canad. Med. Assoc. J., 45:1:37, 
July 1941. 

“Phantom limb” is a term which is used to degig- 
nate the sensation of feeling the presence of an ex- 
tremity following its amputation. Phantom syndromes 
also may occur following the amputatior of a breast 
or penis, or following the extraction of a _ tooth. 
Phantom limb is of more than casual interest, since 
the associated pain and dysthesia may incapacitate the 
patient and in some instances lead to drug addiction 
or suicide. 

It has been said that when many types of treat- 
ment are recommended for a disease no one of them 
is entirely satisfactory. The literature contains num- 
erous reports of the successful treatment of phantom 
limb and pain in the stump, but in most cases the 
duration of the cure has been recorded in months 
rather than in years. 

Application of physical therapy to the stump re- 
lieved the symptoms for a short time in some cases 
but in others it did not produce any relief. In one 
instance it proved satisfactory when used every 
three or four months. 

Each of 15 patients was subjected to one operation 
and each of 25 patients was subjected to two or more 
operations; 15 were not treated surgically. The treat- 
ment of this syndrome is still unsatisfactory. 
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Book Reviews 


FOUNDATIONS of BIOLOGY: By Lorande Loss 
Woodruff, Professor of Protozoology, Director of the 
Osborn Zoological Laboratory, Yale University. Sixth 
edition, Cloth. Price, $3.75. Pp. 773, with 470 ilius- 
trations. New York: The Macmillan Company, 
1941, 


In the sixth edition of this book both the text and 
the illustrations have been thoroughly revised. The 
present volume brings together in brief form the fun- 
damental principles of biology for the college student 
and general reader. 


The author believes that the large problems of life 
are common to both zoology and botany and there- 
fore both animals and plants have been drawn upon 
for illustration and discussion. The zoological aspect 
is emphasized since it affords indispensable data 
for the interpretation of man himself. 

The subjects considered are: the scope of biology; 
cellular organization of life; the physical basis of life; 
metabolism of organisms; the multicellular organism ; 
the plant body; reproduction in plants; survey of the 
plant kingdom; the animal body: invertebrate; survey 
of the animal kingdom: invertebrate; survey of the 
animal kingdom: vertebrate; the animal body; verte- 
brate; nutrition; circulation; respiration; excretion; 
reproduction; coordination, endocrinal; coordination, 
nervous ; origin of life; continuity of life ; fertilization; 
development; genetics; organic adaptation; orgin 
of species; the human background; biology and hu- 
man welfare and biological history. 


This volume is an excellent college text and can be 
recommended to the general reader as bringing to- 
gether in brief form the fundamental principles of 
biology. 


THE VOICE GOVERNOR: GIVE IT A 
CHANCE. CORRECT BODY MECHANICS 
DOES IT. By Ralph M. Harper. Cloth. Price, $2. 
Pp. 142, with 40 illustrations. Boston: E. C. Schir- 
mer Music Co., 1940. 


This is an interesting volume which opens up a new 
field of interest for the physical therapist. The author 
states that the subtitle of the book: “Give It a Chance. 
Correct Body Mechanics Does It” was contributed by 
Dr. Joel E. Goldthwait. The first part of the book 
is a study of the effect of good body mechanics and 
the proper use of the diaphragm on the voice. The 
author believes that the voice instructor should send 
his students to physical therapists for instruction in 
good body mechanics. He believes that by strengthen- 
ing the lower abdominal muscles, and widening the 
lower rib region, the diaphragm has a chance of a 
greater range of motion and thus sustains the voice 
for the larger demands of speech and song. 

Parts two and three demonstrate the proper use of 
the whole body for the production of a beautiful voice. 
This volume is of interest to speakers and voice 
teachers. 
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YOUR PERSONALITY—INTROVERT OR EX- 
TRAVERT? By Virginia Case. Cloth. Price, $2.50. 
Pp. 277. New York: The Macmillan Company, 1941. 


The idea of two main types of personalities repre- 
sented by the “doers” and the “thinkers” was pro- 
posed by Jung. The former were designated 
“extraverts” and the latter—‘“introverts.” In every- 
day life we see about us individuals who seem to be 
exuberant with energy. They are the hale and hearty 
persons who work with their hands, who play with 
gusto and who think with alacrity. They are the 
builders of bridges, the politicians and high pressured 
salesmen. In these individuals we are apt to see 
swings of mood which, if extreme, may even find 
expression in the manic-depressive psychoses. 


In contrast to this type are those who are quiet, 
who work with their minds; the creators, the artists, 
the esthetics. They frequently are shy and shun the 
limelight. They are often thin in body and stay at 
home instead of mingling with their fellowmen. These 
individuals are prone to excessive introspection and 
are liable to be guilty of too much daydreaming. Such 
persons are susceptible to schizoid reactions. 


A healthy combination of these two extremes makes 
for the most wholesome personality type, and by a 
better understanding of particular tendencies, indi- 
viduals may better understand themselves and their 
fellowmen. 


DIET IN SINUS INFECTIONS AND COLDS. 
By Egon V. Ullmann, M. D. Second edition. Cloth. 
Price, $2. Pp. 185. New York: The Macmillan Com- 
pany, 1941. 


This book contains much information that is 
of value to the general reader, but it also contains 
some peculiar notions. It is believed that physical 
therapists would question the author’s statement 
that people who are easily exposed to colds should 
not bathe daily. Another example: “Potatoes 
consumed in abundance assist in dissolving uric 
acid. This latter-mentioned quality makes pota- 
toes especially valuable for people who suffer from 
colds.” No scientific evidence is mentioned to 
support such statements. 


The author states: “One of the main claims that 
can be made, though, for vitamin A deficiency is 
the lowered resistance toward infection and colds.” 
This is in direct contrast to the statement of the 
Council on Foods and Nutrition of the American 
Medical Association: “It (vitamin A) certainly 
has not been shown to be specific in the preven- 
tion of colds, influenza and such infections, nor 
has it been demonstrated that ingestion of vitamin 
A far in excess of that necessary for normal body 
function and readily obtained from a _ properly 
selected diet is an aid in preventing various types 
of infections.” Therefore, in considering these and 
other uncritical views it is impossible to recommend 
this volume as a conservative presentation of the 
value of diet in sinus infections and colds. 
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HELP YOUR DOCTOR TO HELP YOU WHEN 
YOU HAVE SICK HEADACHE OR MIGRAINE. 
By Dr. Walter C, Alvarez, Editor-in-Chief. Cloth. 
Price, 95 cents. Pp. 37. New York & London: Harper 
and Brothers, 1941. 

This is one of a series of little books on common 
illnesses which have been prepared for the layman 
to take the place of the old-fashioned “home doctor” 
books. Sick headache or migraine occurs commonly 
enough, especially in women, and although its exact 
cause is still unknown and its complete cure still not 
established, nevertheless the sufferer from this malady 
will find the answers to many little questions which 
he would like to know about, such as matters of diet, 
restriction of activities and medication. The lan- 
guage is simple and the information is authoratative. 


NEUROLOGY: LECTURES FOR MEDICAL 
STUDENTS AND GENERAL PRACTITION- 
ERS. By Knud H. Krabbe, M. D., Chief- 
Physician, the Department of Neurology, Kommune- 
hospitalet, Copenhagen. Translation by Gerda Seide- 
lin, M.B. Paper. Price, 12 Danish kroner. Pp. 390, 
with 9 illustrations. Copenhagen: Einar Munksgaard ; 
London: Oxford University Press, 1941. 

This is a collection of lectures on neurology de- 
livered to the medical students by a professor of 
neurology whose reputation is well established in 
neurologic circles. It is essentially a clinical presenta- 
tion of syndromes of neurologic diseases presented 
in a most delightful as well as instructive manner. 
Although calling sufficient attention to the underlying 
anatomy and pathology of the more common diseases 
of the nervous system, the author stresses particularly 
the diagnostic and etiologic factors. In reading the 
text one seems to be present in the very clinic where 
Professor Krabbe is presenting patients suffering with 
neurologic disorders. 

Disease of the peripheral nerves, spinal cord and 
brain are presented with a color and vitality not 
usually found in most textbooks of neurology. One 
might criticize the book, however, in that many of 
the topics are treated with brevity so that the reader 
may not find much information which he will find 
in other textbooks of neurology. 


BASIC PROBLEMS OF BEHAVIOR. By Mandel 
Sherman, M.D., Ph. D. Cloth Price, $3. Pp. 440. 
New York, Toronto & London: Longmans, Green 
& Co., 1941. 

In this book an attempt is made to apply the funda- 
mental principles of behavior which are usually dis- 
cussed by psychologists to the problems of everyday 
life as expressed by patients who consult the physician 
or psychiatrist. Instead of the usual didactic presenta- 
tion of such topics as emotions, instincts, attitudes 
and personalities, as cold objective material, the 
present author gives to such items warmth and life 
by depicting them in their usual and unusual settings 
as observed in normal and neurotic individuals. The 
book is written in an interesting and delightful manner 
and will well repay the reader for his time spent 
with it. 


INFANTILE PARALYSIS: A SYMPOSIUM 
DELIVERED AT VANDERBILT UNIVERSITY, 
APRIL 1941. Cloth. Price, $1.25. Pp. 239, New York: 
The National Foundation for Infantile Paralysis, Inc., 
1941, 

The National Foundation for Infantile Paralysis 
presents this book with the sincere desire to further 
the work in combatting poliomyelitis. The six lec- 
tures, each presented by an authority in his field, are: 
“History of Poliomyelitis Up to the Present Time,” 
by Paul F. Clark, Ph. D., Professor of Bacteriology, 
University of Wisconsin Medical School; “The Etio- 
logy of Poliomyelitis” by Charles Armstrong, M. D., 
Senior Surgeon, United States Public Health Service; 
“Immunological and Serological Phenomena in Polio- 
myelitis,” by Thomas M. Rivers, M. D., Director, 
The Hospital of the Rockefeller Institute for Medical 
Research; “The Pathology and Pathogenesis of Polio- 
myelitis,” by Ernest W. Goodpasture, M. D., Profes- 
sor of Pathology, Vanderbilt University School of 
Medicine; “The Epidemiology of Poliomyelitis,” by 
John R. Paul, M. D., Professor of Preventive Medi- 
cine, Yale University School of Medicine; and “Treat. 
ment and Rehabilitation of the Poliomyelitis Patient,” 
by Frank R. Ober, M. D., John B. and Buckminster 
Brown Clinical Professor of Orthopedic Surgery, 
Harvard University Medical School. 

These lectures give an excellent resume of the 
present knowledge of this disease. It is a book that 
should be read by every physician and health officer 
concerned with the intricate problems of poliomyelitis. 


ANNUAL REVIEW OF PHYSIOLOGY. James 
Murray Luck, Editor. Victor E. Hall, Associate Edi- 
tor. Volume III. Cloth. Price, $5. Pp. 784. Stanford 
University, Calif.: Annual Reviews, Inc., 1941. 


This third volume of the annual review of 
physiology is published by the American Physio- 
logical Society under an editorial committee con- 
sisting of A. J. Carlson, J. F. Fulton, M. H. Jacobs, 
F. C. Mann and W. J. Meek. These reviews present 
critical analyses and searching appraisals of the 
outstanding contributions of the year in selected 
fields. The authors of each review have an inti- 
mate knowledge of the subjects under review and 
have exercised scrupulous care in the presentation of 
their subjects. 

As usual, physiologic research presents much of 
interest to physical therapists. The reviews of 
special value to those using physical agents are: 
“The Physiological Effects of Radiant Energy” by 
Henry Laurens, Tulane University School of 
Medicine; “Temperature Regulation” by J. C. 
Scott, Hahnemann Medical College, and H. C. 
Bazett, University of Pennsylvania; “Respiration” 
by C. F. Schmidt and J. H. Comroe, Jr., University 
of Pennsylvania; “Muscle” by Wallace O. Fenn, 
University of Rochester, and “The Peripheral 
Circulation” by Victor E. Hall, Stanford University. 

This review can be recommended to those physi- 
cal therapists doing research on the effects of 
physical agents. 
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LECTURES ON CONDITIONED REFLEXES. 
VOLUME II: CONDITIONED REFLEXES AND 
PSYCHIATRY. By Ivan Petrovitch Pavlov. Trans- 
lated and edited by W. Horsley Gantt, M. D., B. Sc., 
Associate in Psychiatry and Director Pavlovian Lab- 
oratory, Johns Hopkins University, Baltimore. Cloth. 
Price, $4. Pp. 199, with 7 illustrations. New York: 
International Publishers, 1941. 

The name “Ivan Pavlov” stands today among the 
foremost great scientists of our time, and it is to be 
expected that any publications by this author will be 
outstanding contributions to modern scientific knowl- 
edge. 

This volume is a collection of lectures on conditioned 
reflexes as related to psychiatry. For years the study 
of psychiatry has depended a great deal upon sub- 
jective approaches to its many problems. Pavlov’s 
physiologic studies on his laboratory animals have 
lead him to see a new approach to the problems of 
mental and nervous phenomena. Particularly striking 
are his observations on the recognizable “personality 
types” in dogs utilized for his study. By his brilliant 
researches he has shown the way to a better under- 
standing of abnormal behavior reactions in the human. 
Although there may be many who differ with this 
master’s interpretation of his findings, no one can 
deny that this work will remain a classic. 


THE AMERICAN ILLUSTRATED MEDICAL 
DICTIONARY. By W. A. Newman Dorland, A. M., 
M. D., F. A. C. S., Lieut.-Colonel, M. R.C., U.S. 
Army, Member of the Committee on Nomenclature 
and Classification of Diseases of the American Med- 
ical Association; Editor of “American Pocket Medical 
Dictionary.” Nineteenth edition, Flexible or stiff bind- 
ing. Plain, $7.00; thumb indexed, $7.50. Pp. 1647, 
with 914 illustrations. Philadelphia: W. B. Saunders, 
1941, 

This is a thoroughly revised edition of this 
popular dictionary. Over 2000 new words have 
been added. The terminology conforms to the 
accepted standards. The pronunciation of every 
word is given. There are anatomic tables of 
arteries, veins, muscles, nerves, etc., with colored 
illustrations; chemical formulas and symbols; 
signs and symptoms; abbreviations; 7 pages of 
a dosage table; clear descriptions and indications 
for the use of serum and vaccines; a section of 
34 pages given the technics of 1300 tests, and 
medical biographies. These and many other 
features make this an outstanding dictionary that 
can be highly recommended to anyone in the 
medical field. 


NEW AND NONOFFICIAL REMEDIES, 1941, 
CONTAINING DESCRIPTIONS OF THE ARTI- 
CLES WHICH STAND ACCEPTED BY THE 
COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIA- 
TION OF JANUARY 1, 1941. Cloth. Price, $1.50. 
Pp. 691. Chicago: American Medical Association, 1941. 
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In this book are listed and described the articles 
that stand accepted by the Council on Pharmacy 
and Chemistry of the Amierican Medical Associa- 
tion on January Ist of the year of publication. 
The descriptions of accepted articles are based in 
part on investigations made by, or under the di- 
rection of the Council and in part on evidence or 
information supplied by the manufacturer or his 
agents. Statements made by those commercially 
interested are examined critically and admitted 
only when they are supported by other evidence 
or when they conform to known facts. This is a 
book which should be in the library of every 
physician. 


THE TRAUMATIC NEUROSES OF WAR. By 
Abram Kardiner, M. D., Psychosomatic Medicine 
Monograph II-III. Published with the Sponsorship 
of the Committee on Problems of Neurotic Behavior, 
Division of Anthropology and Psychology, National 
Research Council, Washington, D. C. Paper. Price, 
$3. Pp. 258. Washington, D. C., 1941. 

The subject of traumatic neuroses is again a very 
timely one in view of the “second world war.” It 
was during the first world war that the true nature 
of “shellshock” was described and its relationship to 
everyday traumatic neuroses was established. Today 
it is well recognized that injury to the body, when 
followed by signs and symptoms of a neurosis, has 
served merely as the exciting factor which brings 
to the surface emotional problems which have been 
hidden, possibly for years, in the “nervous subsoil.” 
Preexisting maladjustments are always in the back- 
ground as predisposing material which needs but a 
match to bring it to light in the form of invalidism. 
In this presentation the author discusses the various 
types of psychoneurotic reactions and illnesses with 
numerous case histories of patients studied during the 
last war. It is, indeed, an excellent review of the 
subject and it is heartily recommended to anyone 
interested in the role of the nervous system in the 
so-called “functional illness,” not only during war 
but also in civilian life. 


Books Received 


TREATMENT OF INFANTILE PARALYSIS 
IN THE ACUTE STAGE, By Sister Elisabeth 
Kenny, Brisbane, Australia. Cloth. Price, $3.50. P». 
300, with 73 illustrations. Minneapolis: Bruce Pub- 
lishing Company, 1941. 


READING I'VE LIKED: A PERSONAL SE- 
LECTION DRAWN FROM TWO DECADES 
OF READING AND REVIEWING, PRESENT- 
ED WITH AN INFORMAL PROLOGUE AND 
VARIOUS COMMENTARIES. By Clifton Fadi- 
man, Cloth. Price, $3. Pp. 98. New York: Simon 
and Schuster, 1941, 
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Index to Volume XXI, The Physiotherapy Review, 1941 


Amputations 
Physical Therapy in Amputations. Abst., No. 4, p. 
220 


The Role of Physical Therapy in the Treatment of 
Amputations. Emma E. Vocet. No. 5, p. 249. 
Phantom Limb. Attan A. BatLey and FReperick 

P. Moerscn. Abst., No. 6, p. 332. 


Anterior Poliomyelitis 


The Kenny Treatment of Infantile Paralysis: A Pre- 
liminary Report. Wattace H. Core, M. D., and 
Mitanp E. Knapp, M. D. No. 5, p. 245. 

Early Orthopedic Care in Poliomyelitis. C. E. Ir- 
win, M. D. Abst., No. 5, p. 284. 

Orthopedic Considerations in Poliomyelitis. C. Frep 
Fercior, M. D. Abst., No. 5, p. 284. 

The Orthopedic Treatment of Infantile Paralysis. 
Pamir Lewin, M. D. Abst., No. 5, p. 288. 

A Hospital Study of Poliomyelitis with a Follow-Up 
Survey One Year Later. Leo Litter, M.D. Abst., 
No. 6, p. 329. 


Apparatus 


A Portable Treatment Table for Muscle Examina- 
tions and Exercises. MarGaret Lapp. No. 6, p. 309. 


Arthritis and Rheumatism 


The Medical and Social Approaches to the Problem 
of Chronic Rheumatism. Rosert B. Oscoop, M. D., 
D. Se. Abst., No. 1, p. 52. 

Arthritis and Allied Conditions, with Particular Ref- 
erence to Their Treatment. Boyce W. Harris, M. 
D. Abst., No. 2, p. 105. 

Rheumatoid Arthritis: Etiology and Treatment. Rus- 
SELL L. Haven, M. D. Abst., No. 2, p. 108. 

Public Health Aspects of Rheumatic Heart Disease: 
Incidence and Measures for Control. Homer F. 
Swirt, M. D. Abst., No. 2, p. 111. 

Histamine Cataphoresis in Rheumatic Conditions and 
in Disturbances of the Peripheral Circulation. 
Davip H. Abst., No. 2, p. 119. 

The Treatment of Chronic Infectious Arthritis. Mor- 
GAN W. Matruews, M.D. Abst., No. 3, p. 161. 
Diagnosis and Treatment of Gout and Gouty Arthri- 
tis. Pure S. Hencn, M. D. Abst. No. 3, p. 

167. 

Exercise Following the Reconstruction Surgery of 
Arthritis. Rosert L. Preston, M. D. No. 4, p. 
185. 

Rheumatic Myalgias. G. Goon, M. D. Abst., 
No. 4, p. 217. 

The Arterial Circulation of the Lower Extremities in 
Chronic Arthritis. Orto Sternsrocker, M. D., and 
Saut S. Samuets, M.D. Abst., No. 4, p. 221. 

The Problem of Rheumatism and Arthritis—Review 
of American and English Literature for 1939 (Sev- 
enth Rheumatism Review—Part 1). Pamir S. 
Hencu, M. D., Water Bauer, M. D., M. Henry 


Dawson, M. D., Francis Hatt, M. D., W. Pau 
Hoxsrook, M. D., J. Avpert Key, M. D., and Cur- 
rRIER McEwen, M. D. Abst., No. 4, p. 222. 

The Value of Convalescent Care for Rheumatic Chil- 
dren. Leo M. Taran, M. D. Abst., No. 5, p. 280. 

The Surgical Treatment of Arthritis. Franx D. 
Dickson, M. D. Abst., No. 5, p. 286. 

The Temporomandibular Joint in Rheumatoid Arth- 
ritis, THeopore B. Baytes, M. D., and Lestre A. 
Russet, D.M.D. Abst., No, 5, p. 289. 

Coordination of Therapy in Arthritis, RaLtpH PEM- 
nerton, M. D. Abst., No. 6, p. 327. 


Bone and Joint Injuries and Diseases 

Improved Technic for Removal of Semilunar Carti- 
lage and Postoperative Treatment. Harotp R. 
BountmMan, M. D. Abst., No. 1, p. 44. 

Painful Shoulder: Diagnosis and Treatment. Lovuts 
Kaptan, M. D. Abst., No. 2, p. 108. 

Ethyl Chloride Spray as a Means of Mobilising Stiff 
Joints. Lewis Cozen, M. D. No. 3, p. 151. 

Shoulder and Elbow Lesions of the Professional Base- 
ball Pitcher. Grorce E. Bennett, M. D. Abst. 
No. 5, p. 289. 

The Use of Surface Anesthesia in the Treatment of 
Painful Motion. Hans Kraus, M. D. Abst., No. 
6, p. 324. 

Bursitis 

Further Observations on the Treatment of Bursitis 
of the Shoulder. Rosert Lee Patterson, Jr., M. 
D., and Russert H. Patrerson, M. D. Abst., No. 
1, p. 54. 

Calcium Deposits in the Shoulder and Subacromial 
Bursitis: A Survey of 12,122 Shoulders. Boarp- 
MAN M. BoswortH, M. D. Abst., No. 5, p. 285. 


Cardiac Conditions 


Public Health Aspects of Rheumatic Heart Disease: 
Incidence and Measures for Control. Homer F. 
Swirt, M. D. Abst., No. 2, p. 111. 

The Use of Physically Induced Pyrexia and Chemo- 
therapy in the Treatment of Subacute Bacterial 
Endocarditis. BrerMAaNn, M. D., and 
Georce Barnr, M. D. Abst., No. 3, p. 158. 

The Treatment of Subacute Bacterial Endocarditis: 
Present Status. S. S. Licntman, M. D., and 
Wru1AM Brerman, M. D. Abst., No. 3, p. 167. 

Use of Digitalis to Prevent Exaggerated Accelera- 
tion of the Heart During Physical Exercise in Pa- 
tients with Auricular Fibrillation. MOopELL, 
M. D., Harry M. D., and Harotp H. 
enpDLER, M. D. Abst., No. 4, p. 216. 


Cerebral Palsy 


The Treatment of the Cerebral Palsies. WtntTHROP 
M. Puetrps, M. D. Abst., No. 1, p. 50. 

Treatment for Cerebral Palsy. Gtavys D. Paut- 
1rscH. No. 2, p. 67. 
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Speech Correction for Cerebral Palsy. Epna M. 
BLUMENTHAL. No. 2, p. 71. 

Occupational Therapy in the Treatment of Cerebral 
Palsies. Exizaseta F. Martin, O. T. Reg. No. 
2, p. 72. 

Speech Therapy for Cerebral Palsy Patients. JoserH 
WepMan. No. 2, p. &2. 

Factors Influencing the Treatment of Cerebral Palsy. 
WrintHrop Morcan Puerrs, M. D. No. 3, p. 136. 

Treatment of Cerebral Palsy (Spastic Paralysis). M. 
E. Pusirz, M. D. Abst., No. 4, p. 219. 

A Muscle Test for Patients with Spastic Paralysis. 
Apvecaine L. McGarrett and Saran C, JOHNSON. 
No. 6, p. 310. 


Circulatory Conditions 


Hypertensive Disease. J. Sttecuitz, M. D., 
M. S., F.A.C.P. Abst., No. 2, p. 119. 

The Management of a Case of High Blood-Pressure 
(Essential Hypertension). H. Wattace Jones, M. 
D. Abst., No. 3, p. 160. 

Hypotension. H. J. Startrnc, M. D. Abst., No. 3, 
p. 160. 

The Arterial Circulation of the Lower Extremities in 
Chronic Arthritis. Otto Sternprocker, M. D., and 
Saut S. Samuets, M. D. Abst. No. 4, p. 221. 


Common Ion Transfer 


Histamine Cataphoresis in Rheumatic Conditions and 
in Disturbances of the Peripheral Circulation. Davin 
H. Kune. Abst., No. 2, p. 119. 


Use of Acetyl-Beta-Methylcholine Chloride Ionto- 
phoresis in Nonarterial Peripheral Vascular Disease. 
Hvucu Montcomery, M. D. Abst., No. 4, p. 221. 


Studies in Pelvic lontophoresis of a Choline Com- 
pound: Il. Preoperative Management of Uterine 
Myomas Complicated by Pelvic Infection, with a 
Report of 39 Cases. CHartes A. Gorpon, M. D., 
and ALEXANDER H. RosentHat, M. D. Abst., No. 
5, p. 281. 

Ion Transfer (iontophoresis). No. 6, p. 314. 


Dermatology 


The Treatment of Common Diseases of the Skin. 
Louis A. Brunstrnc, M. D. Abst., No. 1, p. 53. 

Common Vesicular Lesions of the Hands and Feet: 
Diagnosis and Treatment. C. Barrett KENNEDY, 
M. D. Abst., No. 1, p. 56. 

Mutation Effects of Ultraviolet Light in Drosophila. 
K. Mackenzie and H. J. Mutter. Abst., No. 2, 
p. 110. 

Fever Therapy by Physical Means in Dermatology. 
Kenneth Puutuips, M. D., and A. Buist Lirrerer, 
M. D. Abst., No. 2, p. 111. 

High Frequency Current in the Treatment of Hyper- 
trichosis. FLORENTINE L. Karp, M. D. Abst., No. 
2, p. 113. 

Treatment of Some Common Disfigurements of the 
Skin. A. Benson Cannon, M. D. Abst., No. 2, 
p. 118. 

The Treatment of Post-Radiation Necrosis by Radi- 
ation Therapy. Avsert Erornow, M. B. Abst., No. 
5, p. 282. 
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Lupus Vulgaris: With Special Reference to Its Treat- 
ment with the Finsen-Lumholt Lamp. Rosert 
AltKen, M. D. Abst., No. 5, p. 283. 

A Practical Skin Test for the Study of Photosensi- 
tivity. C .J. McLoucuutn, M. D., and F. H. Krvu- 
s—eN, M. D. Abst., No. 5, p. 283. 

Common Skin Diseases of Childhood. Lovts A. 
BrunstinG, M. D. Abst., No. 6, p. 322. 

Sensitivity of the Skin to Fluorescent Light. ArtHuuR 
P. R. James, M. D. Abst., No. 6, p. 322. 

Physical Therapy in Relation to Dermatology: A 
Resume. ANTHONY C. Crpottaro, M. D. Abst. 
No. 6, p. 323. 

Education 

Schools for Physical Therapy Technicians. No. 3, p. 
152. 

Electrotherapy 

Electrical Convulsion Treatment of Mental Disorders. 
Abst., No. 1, p. 46. 

High Frequency Current in the Treatment of Hyper- 
trichosis. FLorentine L. Karp, M. D. Abst., No. 
2, p. 113. 

Faradic Shock in Treatment of Functional Mental 
Disorders: Treatment by Excitation Followed by 
Intravenous Use of Barbiturates. NatHAntet J. 
Berkwitz, M. D., Ph. D. Abst., No. 2, p. 115. 

Electrically Induced Convulsions in the Treatment of 
Mental Diseases. Renato Atmansi, M. D., and 
Davip J. Impastato, M.D. Abst., No. 2, p. 118. 

First Impressions of Electroshock Treatment. LAUREN 
H. M. D., JosepH Hucues, M. D., and 
Donatp W. Hastinecs, M. D. Abst., No. 3, p. 165. 

Evaluation of Physical Therapeutic Measures in 
Facial Paralysis. RicHarp Kovacs, M. D. Abst. 
No. 3, p. 166. 

Electro-Diagnosis and Electrotherapy in Peripheral 
Nerve Lesions. P. BAuwens, M. R. C. S. Abst. 
No. 6, p. 328. 

Ethics 

Ethics and the Physical Therapy Technician. Curts- 

TOPHER L. McLoucuutn, M. D. No. 4, p. 203. 
Exercise 

The Value of Remedial Exercises in Treatment. Guy 
H. Fisx, M. D. Abst., No. 3, p. 165. 

Exercise Following the Reconstruction Surger= of 
Arthritis. Ropert L. Preston, M. D. Nz. 4, p. 
185. 

Use of Digitalis to Prevent Exaggerated Acceler- 
ation of the Heart During Physical Exercise in 
Patients with Auricular Fibrillation. Water 
Mopett, M. D., Harry M. D., and Harotp 
H. Rornenpter, M. D. Abst., No. 4, p. 216. 

Training in Human Muscles Working With and 
Without Blood Supply. C. L. Matson and A. G. 
Broeker. Abst., No. 4, p. 221. 

Effort Syndrome: Diagnostic and Therapeutic Value 
of Exercise. Str Apranams, M. D. 
Abst., No. 5, p. 280. 

The Temporomandibular Joint in Rhewmatoid Arth- 
ritis, Tuerovore B. Bayes, M. D., and Leste A. 
Russett, D.M.D. Abst., No. 5, p. 289. 
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Eye, Ear, Nose and Throat 
Present Status of Short Wave Diathermy in Nasal 
Sinusitis. A. R. Hottenper, M. D. Abst., No. 3, 
p. 159. 
Gonorrheal Ophthalmia and Gonorrheal Ophthalmia 
Neonatorum: An Evaluation of the Treatment. 
Everett Barctay Mum, M. D. Abst., No. 6, p. 330. 


Foot Conditions 
Physical Therapy in Disabilities of the Foot. Joun 
G. Kuuns, M. D. No. 3, p. 147. 
Crippling Sequelae of Static Defects of the Feet. A. 
Leo Brett, M. D. No. 6, p. 306. 
Some Common Causes of Painful Feet. 
Wns, M. S. Abst., No. 6, p. 325. 


Fractures 

Active Muscle Usage in the Treatment of Fractures. 
Orno C. Hupson, M. D. Abst., No. 1, p. 51. 

Physical Agents in the Treatment of Fractures. JouN 
S. Courter, M. D. Abst., No. 2, p. 116. 

The Medical Management of Fractures. CHARLES 
F. Netson, M. D., and Rotanp C, Netson, M. D. 
Abst., No. 2, p. 116. 

Physical Therapy in Fractures about Elbow Joint. 
Mitanp E. Knapp, M. D. Abst., No. 3, p. 159. 
Treatment of Recent Colles’ Fractures. Samuet P. 

Newman, M. D. Abst., No. 3, p. 166. 

Fractures of Both Bones of the Forearm of Children. 
BoarpMAN M. Boswortu, M. D. Abst., No. 3, p. 
168. 

Early Physical Therapy in the Treatment of Frac- 
tures of the Surgical Neck of the Humerus. Grorce 
J. Garceav, M. D., and Surrey Cocranp. Abst., 
No. 5, p. 287. 

Functional Treatment of Vertebral Fractures. Abst., 
No. 5, p. 288. 

Restoration of Function After Fractures of the Hu- 
merus. Jounx Paut Nortn, M. D. Abst., No. 6, 
p. 326. 


PHILIP 


Gaits 
Gaits. Avice Lou Piastrivce. No. 1, p. 24. 


Heat and Cold 


Refrigeration in Cancer: Pathologic Observations in 
100 Advanced Cases. LAwrence W. Smira, M. D. 
Abst., No. 1, p. 45. 

The Penetrative Effect of Cold. Wm.1amM Bierman, 
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sity, Ga. 
Secretary, Alice Lou Plastridge, Warm 


Springs Found., Warm Springs, Ga. 


Illinois Chapter 
President, Mrs. Louise A. Chase, 3802 N. 
Avers Ave., , Tih 


Secretary, Victoria Vacha, 7139 S. Bennett 
Ave., Chicago, 
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INDICATIONS FOR ULTRAVIOLET.... 


AND FOR THIS MODERN, LOW-PRICED G-E LAMP 


The benefits you and your patients enjoy when 
you use G-E ultraviolet equipment are always 
many. But they are perhaps seldom more im- 
portant than in winter when so many seasonal 
ailments may be associated with a lack of ultra- 
violet. All of which suggests now as the ideal 
time to look into the possibilities this widely 
useful assistant may hold for you. 


Known as the Model “F’ because it is the new- 
est development in a famous series, it has many 
improvements which make it preferable clinic- 
ally as well as economically. The F's intense 
radiation, for example, is richest in those spec- 
tral bands agreed to have the most beneficial 
physiologic effects. Because this radiation is 
uniform both in quality and quantity, treatment 
dosage is always accurate. And treatments take 
little time because the dependable Uviarc 
burner builds up quickly to its high intensity 
output. Then, like all General Electric products, 
you can depend upon the Model F's design and 
sturdiness for long, trouble-free life, and low 
operating cost. 


Simple to use — convenient — efficient — the 
Model F would prove its value to you as it has 
to a host of users throughout the world. Further 
information regarding seasonal and standard 
indications for ultraviolet, and the Model F 
Lamp will gladly be sent to you. Simply fill in 
the coupon and mail it today. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BiVD. CHICAGO, ILL., U. A. 


Please send me clinical, catalog, and cost dota on the 
G-E Model F Ultraviolet Lamp. 
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possible scientific: accuracy in therapadtie light administration 


Exceptionally powerful and efficient 
units utilizing the high intensity car- 
bon arc. Rapid erythema production. 


@ A definite and predetermined quantity of thera- 
peutic light can be administered with the “National” 
A-2 and A-22 Carbon Arc Lamps. Full output of 
light is immediately available and remains constant 
throughout the entire period of exposure and for the 
life of the lamp. At any specified distance from the 
light source the radiation from one type of carbon is 


THE PHYSIOTHERAPY REVIEW 


These lamps are designed to provide 
a high output of therapeutic radia- 
tion at minimum operating cost. 


Three types of radiation available 
from these lamps — Intense ultra- 
violet, strong infra-red and close 
duplication of natural sunlight. 


reproducible at any time. 

Quality of the light is controlled by a simple change 
of carbons. Spectral energy distribution of each type 
of carbon is accurately .nown. 

This complete control of quantity and quality of 
radiation assures scientific accuracy in administra- 
tion of therapeutic light with the carbon arc. 


Write for bookdled vescriBinG “NATIONAL” MOBILE THERAPEUTIC LAMPS 


, Pittsburgh, Chicago, 
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Barbon Sales Division: Ohio 
WATIONAL CARBON COMPANY, INC, 
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Indiana Chapter 


President, Adelaide L. McGarrett, 4505 Marcy 
Lane, Indianapolis, Ind. 


Secretary, Ethel C. Scofield, James E. Roberts 
School, Indianapolis, Ind. 
Iowa Chapter 
President, Loraine Frost, 15 W. Davenport 
Street, Iowa City, Iowa. 


Secretary, Doris Spicer, 119 S. Linn St., Iowa 
City, Iowa. 


Maine Chapter 
Florence Orr, 489 State St., Bangor, 


Secretary, ‘Lillian Shotter, Vet. Adm. Fac, 
Togus, Me. 


Maryland Chapter 


President, Mrs. Henry O. Kendall, 3 Engle- 
wood Road, Baltimore, Md. 

Secretary, ine Ewing, 3313 Liberty Heights 
Avenue, Baltimore, Md. 


Massachusetts Chapter 
President, Catherine P. Warren, 688 Boston 
Post Rd., Weston, Mass. 


Secretary, Frances S. Turtle, 8 Newport Rd., 
Cambridge, Mass. 


Michigan Chapter 


President, Norma Graham, 25 E. Palmer Ave., 
Detroit, Mich. 


Eleanor Parmalee, 464 Maplehurst 
Ave., Ferndale, Mich. 
Minnesota Chapter 


President, Georgia May Schori, Shriners 
Hospital, Minneapolis, Minn. 


Secretary, Lillian Hubmer, 2515 Nicollet Ave., 
Minneapolis, Minn. 


Missouri Chapter 

New Jersey Chapter 


President, Mary P. Sweeney, St. Barnabas 
Hospital, Newark, N. J. 


Secretary, Laurel Moore, 176 Woodland Ave., 
Verona, N. J 


New York Chapter 
President, Mrs. Rochelle Winstanley, Vet. 
Hosp., Kingsbridge Rd., New York, N.Y. 


Secretary, Margit Aden, 50 E. 10th St., New 
York, N.Y. 


Northern California Chapter 


President, M. Caroline Wells, 888—33rd St., 
San Francisco, Calif. 


Secretary—Gertrude S. Randle, U.S. Marine 
Hospital, San Francisco, Calif. 
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Ohio Chapter 
President, Mrs. Mary L. Deatherage, 513 
Malvern Road, Akron, O. 
Secretary, Mildred F. Heap, Ft. Benjamin 
Harrison, Ind. 


Oregon Chapter 
President, Jennie Hunter, 4005 S. E. Stark, 
Portland, Oregon. 


Secretary, Hazel G. Hardy, 574 N. Lombard, 
Portland, Ore. 


Pennsylvania Physiotherapy Association, Inc. 

President, Mr. S. Paul Campbell, 2523 Mans- 
field Ave., Drexel Hill, Pa. 

Secretary, Mrs. Helen Fidler Kenney, 313 5. 
Smedley St., Philadelphia, Pa. 


Rhode Island Chapter 
President, Elinor Sherman, Rhode Island Hos- 
pital, Providence, R. L. 
Secretary, Isabelle O’Hern, 81 Sumter St., 
Providence, R.I. 


Santa Barbara Chapter 
President, Virginia Horsley, 1129 E. Meta 
St., Ventura, Calif. - 
Secretary, Louise D. Christman, Hoff Gen- 
eral Hospital, Santa Barbara, Calif. 


Southern California Chapter 
President, Bess D. Bernhard, 2424 S. Flower 
St. Los Angeles, Calif. 
Secretary, Barbara Schaufelberger, 2946 W. 
Ave. 33, Los Angeles, Calif. 


Texas Chapter 
President, Kathryn F. Brown, John Sealy Hos- 
pital, Galveston, Texas. : 
Secretary, Verna Mae Schuster, Memorial 
Hospital, Houston, Texas. 


Virginia Chapter 
President, Alice N. Jones, 318 W. Franklin 
St., Richmond, Va. 
Secretary, Elsa M. Lange, 1536 West Avenue 
Richmond, Va. 


Washington Chapter 
President, Mrs. Miriam M. Madison, 6652 E. 
Greenlake Way, Seattle, Wash. 
Secretary, Helen C. Anderson, 1221 Taylor 
Avenue, Seattle, Wash. 


Western Michigan Chapter 
President, Louise Holt, County Bldg., Kala- 
mazoo, Mich. 
Secretary, Karla Stanek, 138 Fellows St. 
Kalamazoo, Mi 


Mich. 


Western New York Chapter 
President, Jean C. Bailey, 880 Lafayette Ave., 
Buffalo, N.Y. 
Secretary, Mrs. Mary Jones, 125 Riverside 
Ave., Buffalo, N.Y. 


Wisconsin Chapter 
President, Mary Ellen Reedy, 715 S. Jackson 
St., Green Bay, Wis. 
Secretary, Inez Christensen, 308 E. Washing- 
ton Ave., Appleton, Wis. 


4 


i 
} 
a 
| 
| 
| 
| 
& 
iad 
= 
€ 
t 
; 
4 
»y - 
i 
| 
ts 


Constrictor 


Disorders of the peripheral circulation with a diminished flow of 
blood through the extremities are amenable to treatment with a 


Burdick Rhythmic Constrictor 


Smooth and silent in action, inexpensive to operate, and clinically 
effective, the Burdick Rhythmic Constrictor 
is of distinct merit in— 


Peripheral vascular sclerosis 
Early thromboangiitis obliterans 
Acute vascular occlusion 
Diabetic ulcers 
Intermittent claudication 
Chilblains 

Frostbite 


Selective Dual Timing makes it possible for you to individualize treat- 
ments in each case. 


=BURDICH CORPORATION 


‘miLTon, Wisconsin 


The Burdick Corporation Dept. P.T. 11-41 
Milton, Wisconsin 


Gentlemen: 


Please send me full information on the Burdick RC-2 Rhythmic Constrictor 
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PHYSICAL THERAPY 


By John S, Coulter, M. D., Assistant Professor 
information formerly unavailable within of Physical Therapy, Northwestern University 
scope of a single volume. It discusses: Medical School, Chicago. 

Physical Therapy from Ancient Times to No. 8, Clio Medica: A Series of Primers on 
the Renaissance. the History of Medicine, Published by Paul B. 4 
Massage and Exercise. Hoeber, Inc. Cloth. Pp. 142, with 15 ilustra- 


The Physiotherapy Review, 737 WN. Michigan Ave., Chicago, Hi. 


NORTHWESTERN UNIVERSITY 
MEDICAL SCHOOL 


PHYSICAL THERAPY COURSE 


Under the direction of John 8. Coulter, M. D., 
Associate Professor of Physi.al Therapy, und Miss 
Gertrude Beard, R. N. 
EMERGENCY COURSES FOR DE- | 
FENSE PROGRAM, openirg Janu- | 
ary 2, 1942, Open to a limited num- | 
ber of graduates of accredited schools | 
of nursing. and physical education. 
Thorough courses“are given in the 
fundamental subjects. Credit toward 
a degree is granted in the School of 
Education ot Northwestern Univer- 


sity. 
blank and 
further information 


NORTHWESTERN UNIVERSITY | 
MEDICAL SCHOOL 
303 East Chicago Ave., Chicago, Ill. 


DEAN OF 


BOSTON UNIVERSITY 


SARGENT COLLEGE OF PHYSICAL EDUCATION 
TWO-YEAR COURSE IN PHYSICAL THERAPY 
Given with the Cooperation of the B. U. School of Medicine 


This course is open to students who have satis- clor of Science in Physical Education, with a cer- 
peg completed 0 first two years at the col- tificate in physical therapy. The college is on the 
ege, or the equivalent. Thorough professional _-.:¢e4 tist of the American Physiotherapy As- 


training is given in fundamental subjects and <a ‘ 
ractice in ical therapy technique in Boston sociation and on that of the American Medical 
ospitals, course leads to the degree of Bach- Association. 

For further information, address Nelson S. Wolke, Ph. D., Director 


tions, Price $1.50. 
Elec \ ; This book may be purchased through the ae 
Vv. Radiant Energy. Business Office of 
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The American Physiotherapy Association 


VOCATIONAL SERVICE 
For members of the Association. 


Apply to (Mrs.) Helen W. Eckersley 
737 N. Michigan Ave 
Chicago, Til, 


OFFICIAL INSIGNIA 
THE AMERICAN PHYSIOTHERAPY ASSOCIATION 


The PIN cacrvat size) The EMBLEM 
Exactl: same—but 
The official pin of the Association 
v is made of 10 carat gold with blue Distinctive in its colors of gold and navy 
enamel outline. Price, on white cloth. Each, 
$3.00 3 15e 
May be secured from the treasurer, © 


Catherine Wallace, $23 Monroe St., Santa Clara, Calif. 
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